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LECTURE I 
I am especially pleased to accept the invitation to address 
you since it offers me the opportunity, here in his own 


| 


circle of confreres, to pay tribute to the genius of my | 


dear friend and colleague Sir Charles Ballance in this 
work. But for him I should never have undertaken it. 
Whatever of interest I may be able to present to you 


results from the inspiration of having worked so long | 
with a man of such unequalled skill, such indomitable | 


energy, and such amazing industry. 


Historical 

Nearly six years ago Sir Charles and I began working 
together on animal experimentation at my country place 
in the Berkshire Hills, seventy miles from New York. 
A laboratory quite adequate for our purpose was built and 
maintained, at first through the generosity of a few 
personal friends, and later by subsidies from four founda- 
tions. Our first effort was to verify certain conclusions 
which Sir Charles had arrived at in a series of experiments 
on rhesus monkeys in England. After the performance 
of experimental operations on monkeys, in which the 


peripheral end of the divided facial nerve was united to | 


the central end of another divided nerve of the neck, no 
test had been made to determine whether the divided ends 
of the facial nerve had reunited. If they had done so, 


the result of the experimental sutures would have been | 


vitiated. Hence we repeated these experiments, and in 
each of them the central segment of the facial nerve was 
removed from the aqueduct. Some months later the 
brain was removed and the nerves in the posterior fossa 
stimulated with the faradic current. The facial nerve at 


the internal auditory meatus on the side of operation | 
was stimulated, but no response in the muscles of the | 


If the facial nerve had been sutured to 
stimu- 


face occurred. 
another nerve—for example, the glossopharyngeal 


lation of the glossopharyngeal nerve in the posterior fossa | 


resulted in contraction of the muscles of the face. We 
then sought some method by which the associated move- 
ments, accompanying cure of facial palsy by suture of 
the facial nerve to various motor nerves in the neck, 
might be eliminated. 


Direct Line Repair 
The idea occurred to us to attempt a direct repair of 
the facial nerve by introducing a piece of freshly excised 
graft from another nerve into the gap made by the 
removal of a piece of the facial nerve in the aqueduct. 
* Two special lectures delivered at the Royal College of Surgeons 
of England on October 10th and 11th, 1934. 
f The Carnegie Corporation: The Milbank Foundation: The 
Lillian Babbitt Hyde Foundation: The New York Foundation. 


Accordingly, on August 27th, 1930—on a mandrill baboon 
—the facial nerve was divided in two places in the 
aqueduct 5 mm. apart, and reversed. On September 19th, 
in a hamadryad baboon, a segment of the facial nerve 
6 mm. in length was removed and replaced by 6 mm. of 
fresh graft removed from an intercostal nerve. Both 
subjects recovered the use of their facial muscles. They 
were the first animals on which a direct line repair had 
been attempted. Subsequently we did a large series of 
experiments with grafts. 

At the end of a year we had demonstrated that facial 
movements could be restored by introduction into the 
gap of a divided facial nerve, from which sections had 
been removed, of freshly excised autoplastic graits of 
any desired length, either from motor or sensory nerves, 
either reversed or unreversed. These restored nerves con- 
veyed both voluntary and emotional impulses. The 
muscles moved synchronously on both sides of the face, 
and there were no grotesque movements such as occurred 
after recovery following suture of the facial nerve with 
other motor nerves in the neck. 

No one had inspected the facial nerve at the seat of 
injury in the various nerve-anastomosis operations in 
human cases, and consequently there were no statistics to 
guide us as to the extent of the gap in the divided nerve. 
We had supposed that it might be 5 mm. but not more 
than 10 mm. Subsequent work showed us that this was 
a gross underestimate. We felt that a gap of about this 
amount could be repaired by a graft taken from the 
external respiratory nerve of Bell (long thoracic nerve), 
without placing too much traction on the ends of this 
nerve when it was reconstituted. However, when gaps 
of 40 mm., and in one case 200 mm., had been bridged 
it was obvious that another nerve had to be used in 
which restoration of continuity was not essential. For 
this reason a sensory nerve was eventually selected, after 
experiments with intercostal nerves had been made. The 
anterior femoral cutaneous nerve provided lengths more 
than sufficient for any of our cases, and was our final 
choice. 

Clinical Cases 

The first human case in which a fresh graft was used, 
taken from the exterior respiratory nerve of Bell, was in 
an infant 18 months of age. 

There had been an acute infection by the Streptococcus 
haemolyticus of the middle ear and mastoid air cells, with 
a post-auricular subperiosteal abscess. The young operator 
had proceeded as if he were dealing with an adult mastoid. 
As a result we found the facial nerve absent from a level 
just below the horizontal semicircular canal to the posterior 
border of the parotid gland. The exploration was made 
twenty-four days after the injury. It was possible to identify 
the facial nerve by faradic stimulation of the stump protruding 
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from the parotid gland, otherwise a much more extensive 
dissection would have been necessary. (Faradic response in 
the distal segment of a divided facial nerve remains for from 
forty-eight to seventy-two hours. I have verified this in over 
fifty monkeys, and several times in man. Hence the impor- 
tance of early investigation of cases of traumatic origin.) 
Twenty-seven millimetres of graft were employed in this case. 
The proximal end was laid up against the proximal end of the 
divided facial nerve ; the distal end was sutured to the distal 
stump by one strand of ‘‘ 000000’ silk. The patient eventu- 
ally recovered the use of her face (see Figs. 1 and 2 on 
Special Plate). 


The second case 
conditions. 


presents a_ striking contrast of 


The patient, a female aged 34, suffered from a chronic 
purulent otitis, for which a radical operation had been done. 
Immediate facial palsy had ensued. She was first seen by 
me eleven months later, when, after removal of 37 mm. of 
injured facial nerve from the tympanum to a point several 
millimetres distal to the foramen of the Fallopian aqueduct, 
the facial nerve was reconstituted by a freshly excised graft 
from the nerve of Bell. The wound was _ infected. She 
eventually recovered, with a straight face in repose, and goed, 
though not perfect, synchronous movements, both vcluntary 
and emotional (see Figs. 3 and 4 on Special Plate). 


We learned much from these cases. First, we proved 
that suppuration was not a bar to successful transplanta 
tion of grafts. 


nine operations on facial palsy, a large majority have 


In the last four years, in a series of sixty- 
been done in the presence of infected wounds. Necrosis 
of a graft on account of infection has occurred only once. 
In that case a second effort was successful. Secondly, we 
discovered that injuries involved a larger extent of the 
facial nerve than we had supposed. Of the sixty-nine 
operated cases in my series forty have required grafts in 
the Fallopian canal. These forty cases have had gaps on 
an average over 20 mm. in length. The shortest was 
7 mm., the longest 40 mm. This does not include a series 
of five cases in which operations on tumours of the parotid 
gland resulted in gaps in the facial nerve more than 
40 mm. in length. In one case 200 mm. in four strands, 
from the proximal stump at the stylo-mastoid foramen 
to the divided distal branches in the face, were required. 
In the course of a year I operated on thirteen cases of 
facial palsy: eight of them necessitated grafts varying 
from 8 mm. to 36 mm. in length. Successful transplanta- 
tion of fresh grafts was effected in all but one, and that 
succeeded on a second trial. Varying degrees of recovery 
took place, and I had an opportunity of studying the 
results, 
Mechanism of Repair Process 

The one phenomenon that gave me constant cause for 
speculation was the fact that in every case there was a 
period of waiting, followed by a response to faradic stimula- 
tion, and then spontaneous movements of muscles. In 
the case of a slight injury to the sheath of the facial nerve, 
with infection and inflammatory compression, a successful 
result had been obtained by decompression and slitting 
of the sheath of the nerve in the aqueduct. Faradic 
response (followed by spontaneous movement in the 
In the 
chronic cases, in which a graft had been necessary, the 
interval between the time of repair and the first evidence 
of faradic response in the muscles was very much longer 
—measured by months instead of weeks. 


muscle) occurred in a period measured by weeks. 


In either case, once a faradic response appeared the 
subsequent improvement in the muscles was about the 
same. Now we all know that when a nerve is injured 
(to a degree that destroys its power to convey faradi 
stimuli), from the point of injury down to the last end- 


plate the nerve cells are rendered ineffective. The 


restoration of function in the distal segment must follow 
degeneration and removal from the conveying tubes of 
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all the now useless neural fibres, followed by a growing-in, 
from the proximal segment, of new axons to take their 
place. 

Now this degeneration and emptying process occurs 
rapidly after any serious injury of the facial nerve. The 
axons distal to the injury are rapidly disintegrated. The 
products of this disintegration are removed by the circu. 
lation, leaving the conveyors—the empty tubes—ready to 
receive the axons, which are pushed on through the 
proximal segment, from the central nuclei. This can aj 
happen in the course of a few weeks, and we consequently 
see—in acute cases, where the conveyance of neurons has 
been facilitated by decompression of the nerve—recovery 
taking place in a relatively short period of time. Why, 
then, the long delay in the case of grafts? The distal 
segment has long been empty, Wallerian degeneration 
being complete. Speculating over this it seemed probable 
that the obstruction was offered in the graft, which as 
soon as it was transplanted became part of the distal 
segment. The fresh graft was full of non-degenerated 
axons ; they must be degenerated and removed before it 
can be utilized as a conveyor. This is a slow process with 
the meagre circulatory apparatus with which the graft is 
provided in its transplanted bed. It is enough to ask 
it to live for a long period in its new environment without 
it having to deal with the complex problem of getting nd 
of thousands of degenerating axons. 

But if this graft were like the rest of the distal segment 
—that is, if its tubes had been cleared by Wallerian 
degeneration—it could live in its new environment in 
exactly the same way, and yet, being clear of these 
obstructing, useless neural elements, might be ready 
immediately to act as a conveyor. Why not, then, cut 
the nerve, which one proposed to utilize eventually fer 
graft materia!, and allow it to remain in situ, undisturbed 
as to circulation, until Wallerian degeneration had ad- 
vanced sufficiently, so that when a portion of it was used 
as a graft the emptied tubules would no longer offer an 
obstruction to the advancing neurons from the proximal 
segment of the facial nerve? 

The plan was tried on a series of rhesus monkeys. The 
anterior femoral cutaneous nerve was severed and allowed 
to remain in its bed for varying periods from eight to 
thirty-five days—so that Wallerian degeneration could 
readily take place. The facial nerve was severed at the 
same time—so that Wallerian degeneration might take 
place, pari passu, in it as well. 

When portions of the nerves treated in this manner were 
used as grafts facial response was restored in one-quarter 
to one-half the time formerly required by fresh grafts. 
I obtained faradic response in from sixteen to twenty-six 
days through 10 mm. of prepared graft—that is, graft 
already degenerated after the grafting operation. 

Having proved its efficacy on monkeys, I began two 
years ago to employ the method in man. I have now 
used it in thirty cases. Faradic response has come through 
much earlier in all cases. In a number of cases this was as 
early as thirty days after transplantation. It has not 
been unusual, when I have employed prepared grafts, to 
observe a state of progress in six or eight weeks, only 
reached in six or eight months in the earlier cases where 
fresh grafts had been used. The degeneration in the 
nerve to be used as.a graft requires two to three weeks. 
The additional time in hospital is well expended, since it 
saves so many months in the final recovery. 


Details of Operative Technique 
May I digress at this point to say how important I con- 
sider practice on cadavers and monkeys to be for any 
surgeon who is to attempt this work, no matter how 
skilled he may be in the usual operations on the temporal 


bone. On any particular case it seems to me essential 


| 
] 
| 
| 
; 
| 
| 


t 


— 


Dec. 8, 1934] 


for the best good of the patient that the operator should 
have in mind definitely what he proposes to do. This 
should be acquired by previous practice. Trial and 
success, or trial and failure, may definitely fix the 
operator’s mind as to what he may or may not do. For 
example, I had worked up a technique on the cadaver, 
with a motor-driven burr, which I hoped would materially 
shorten the time of exposure of the nerve in the aqueduct. 
On my fourth effort, when I fancied I was becoming quite 
proficient, a catastrophe occurred which made me abandon 
the motor-driven burr for all time, in favour of a slower 
but surer method. No one can tell you how you are to 
do your own ivory carving. You must do it your own 
way, with your instruments, according to a plan you have 
learnt ; you should not practise on your case in hand, but 
carry out your previously determined method. You may 
on your second, or fourth, or fifth case change your plan 
of operation for your third, fifth, or sixth. Practise the 
change of idea on the cadaver before attempting it on the 
living case. You may change your mind after trying it, 
as I have done on two or three occasions, for the good of 
the patient. 

Instruments.—A word regarding the details of operation 
and after-care. As I have said before, each operator must 
practise with his own instruments, in his own way, the 
method of removal of the bony wall of the aqueduct. 
I personally have discarded the use of a motor-driven 
burr, or a chisel, or a gouge. While these may be faster, 
I feel that I am by this method sacrificing speed to 
accuracy. I prefer small rongeur forceps, hand gouges, 
and straight curettes with non-flexible shanks. All of 
these should be very sharp. I atso devised a number of 
hand burrs and files, which I have now discarded. 
Practice on the cadaver with favourite models has helped 
me more than newly devised instruments. 

Exposure.—I always uncover the nerve by removal of 
the outer wall of the aqueduct, working from the stylo- 
mastoid foramen upward. In every instance the outer 
wall of the canal up to the site of injury and for a few 
millimetres beyond should be removed. I find that the 
exposure of the nerve is greatly facilitated by removal 
of several millimetres of the floor and posterior bony wall 
of the external auditory meatus. This is particularly 
useful as one approaches the narrow and deep portion of 
the aqueduct lying between the horizontal semicircular 
canal and the oval window. This truly represents the 
Scylla and Charybdis of the operation. Fortunately, in 
many of the cases it is unnecessary to remove this part of 
the aqueduct. It is never necessary to do so in decom- 
pression for Bell's palsy. Injuries to the nerve above the 
level of the horizontal semicircular canal occur rarely, 
except in radical mastoid excavations. When it is neces- 
sary to uncover this portion of the nerve the only safe 
approach is from before backward, through the posterior 
bony canal wall and hypotympanum. Cracking througn 
the horizontal semicircular canal above and dislocation of 
the stapes below are the two great dangers. The removal 
of the bony covering from this point up to the geniculate 
ganglion is very easy, as it has only the thickness of stiff 
tissue paper. 

Neurectomy and Insertion of Graft.—The nerve having 
been uncovered from 5 mm. above the site of injury to 
the stylo-mastoid foramen, the sheath should be slit open 
with the sharpest of Graefe knives over all this area. 
The sheath must not be torn apart ; it must be gently 
incised. When the tube is laid open the bundle of nerve 
fibres appears. Inspection in every instance will show 
the site of injury where scar tissue may be expected to 


form during healing, or where scar tissue is already 
present. The distal segment—that is, the nerve beyond 
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the injured or scarred zone—should be cut well beyond 
the lowest point of scarring, and the injured segment of 
nerve removed. The neuroma of the proximal segment 
should be cut off cleanly and squarely. This must be 
done gently to avoid crushing of the axons. Crushing 
instead of cutting with the keenest of blades either of the 
proximal or distal ends of the facial nerve or of the graft 
will immeasurably delay the time of recovery. The 
length of the gap does not matter. The distance can 
then be measured, the graft taken from the ‘‘ prepared ”’ 
anterior femoral cutaneous nerve, and laid in. The graft 
should be long enough so that it may be tucked in rather 
than stretched between the freshly excised ends of the 
facial nerve. 


Haemorrhage.—This formerly gave me much concern, 
and I have spent hours in stopping it with hot saline 
solution before inveigling the graft into position. The 
use of adrenaline, peroxide, and other haemostatics is 
most inadvisable. What I have now learnt is that if 
the ooze of blood from the bone and soft tissues is tem- 
porarily stopped, so that the ends of the graft can be 
opposed to the sectioned facial stumps, they almost 
immediately become glued together sufficiently to prevent 
the entrance of blood. The subsequent ooze about the 
graft provides a fibrinous bed which fixes it in position. 
There is no doubt that a blood clot between the divided 
ends will delay the advance of the axons very con- 
siderably. 

Embedding.—The slit sheath is gently laid up against 
the graft, and the incision covered with a strip of dentist's 
gold leaf. The wound is left wide open, and packed 
loosely with short wicks of sterile gauze, wrung out of 
sterile normal salt solution. The gold simply prevents 
the gauze from sticking to the graft and disturbing it 
in subsequent dressings. The dressing superficial to the 
gold leaf should be changed daily, until the whole graft is 
embedded in healthy granulations. The gold may or 
may not be removed in two or three weeks. It has often 
been left in, and has proved quite innocuous. At the 
end of a month, if the wound is quite healthy, it may be 
closed by a plastic operation. I have found it a great 
advantage to postpone the plastic operation for a month. 
The anaesthesia for this operation makes it possible at 
such a time to try a faradic current of sufficient strength 
to demonstrate a response, which will be comforting to 
both surgeon and patient. Beginning faradic response is 
the invariable harbinger of returning voluntary and 
emotional response in the muscles. 


The Graft.—For the nerve graft any motor or sensory 
nerve will do. I have found the anterior femoral 
cutaneous nerve most satis&actory. It can always be 
found even through a deep layer of fat. A long trans- 
verse incision is made four or five inches below the fold 
of the groin, down to the fascia lata over the sartorius 
muscle. The internal saphenous vein comes into view: 
from a half-inch to one and a half inches external to this, 
two branches of the anterior femoral cutaneous nerve 
pierce the fascia lata over the sartorius and run down the 
thigh. Either branch will furnish any desired length of 
graft. I have used as much as 200 mm. from one branch. 
The selected branch is rendered easy of later identification 
by a suture of heavy black silk, the ends of which are 
laid in the subcutaneous tissues perpendicular to the skin 
wound. The nerve is cut and further identified for subse- 
quent dissection by a narrow strip of dental gold wound 
around the cut end of the distal segment. It is essential 


that the nerve should not be disturbed in its bed, other- 
wise Wallerian degeneration may not be complete. I often 
reject the first 10 or 15 mm. below the cut end for this 
At the second operation, when the degenerated 
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nerve is removed for graft material, it is well to take two 
or three times the measured distance of the gap. You 
may make a mistake with the first piece or you may 
decide to employ two or three strands. The nerve once 
cut across is very difficult to find again. Having all you 
may want may save you much time in an operation 
which at best is very long. 

The graft should be handled with the utmost gentleness 
by fine mouse-toothed forceps grasping only the sheath. 
Squeezing with blunt forceps or other instruments crushes 
the delicate empty tubes. 


Homoplastic Grafts 

Owing to an influx of cases there were at the Manhattan 
Eye, Ear, and Throat Hospital at the same time twelve 
cases together in my clinic. With the thought of 
economizing time I determined to see if homoplastic grafts 
might not be successfully employed. Dr. Eggston, the 
hospital pathologist, advised that grafts from persons 
having the same blood group only be attempted, on the 
principle that homoplastic skin grafts taken from indi- 
viduals of the same blood group are more successful. 

Accordingly, all patients were ‘‘ grouped.’’ One patient 
in whom the nerve had undergone preliminary incision 
and degeneration was found to be of the same group as 
two others. Grafts from the nerve of this individual 
were used for all three. The grafts were successful in all 
of the three cases. Figs. 5 and 6 show recovery following 
the use of a graft taken from an elderly woman and 
implanted into a man of the same blood grouping. I have 
since successfully employed homoplastic grafts in three 
other caces. 

The necessity for the use of homoplastic grafts in 
repair of the facial nerve may be a rare occurrence. The 
demonstration of the fact that long grafts caused to 
degenerate in situ rapidly restored function to muscles 
may be of some importance in peripheral neural surgery, 
particularly if there comes another cataclysm like the 
recent Great War. 

Conclusion 

Tello, in Cajal’s work, Degeneration and Regeneration 
in the Nervous System, has shown by_ physiological 
experiment the value of degenerated nerve grafts. I hope 
I have demonstrated their practical application to peri- 
pheral nerve surgery. I wish finally to urge upon you the 
great advantage of immediate investigation of the site of 
accidental injury in a case of facial palsy. In many 
instances the removal of a spicule of bone, the lifting of 
a fractured plate of bone, the decompression and cleansing 
of ten or more millimetres of nerve with a slitting of the 
sheath to relieve inflammatory pressure, will ensure an 
almost perfect recovery, where neglect would be followed 
by only partial recovery, with grotesque disfiguration for 
life (see Figs. 7 and 8 on Special Plate). 

Moreover, when such an investigation reveals the fact 
that there is an actual section of the nerve or extensive 
damage, one can immediately do the preliminary incision 
of the femoral cutaneous nerve, and, two or three weeks 
later, transplant a graft from this to replace the gap. 
In such a case, for forty-eight to seventy-two hours after 
the initial injury one will have the advantage of being 
able to pick up the distal segment and verify it by faradic 
stimulation, and will know something of the problem to 
be faced in making the transplant later on. No matter 
what the length of graft necessary in such cases, one may 
rest assured of recovery if the graft is transplanted 
successfully, and to do this is a matter of technique 
(see Figs. 9 and 10 on Sp*cial Plate). 

The question always arises: ‘‘ When are we justified 
in operating on cases of long standing?”’ 


I would say: 
Operate on any case in which there is galvanic response 
in the muscles sufficient to show that the muscles have not 
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undergone too much fibrous atrophy. The nerve can 
always be repaived. If there is sufficient muscle fibre left 
the case will be greatly improved: I am sure the quality 
of the result will always depend on the condition of the 
muscle: the time element enters largely into this. 


LECTURE II—BELL’S PALSY 

In my opinion Bell’s palsy presents a condition analogous 
to the palsy of a facial nerve following injury during 
operation or following local necrosis and infection. In 
Bell’s palsy toxic products are carried by the blcod stréan; 
to the sheath ot a nerve, confined in a narrow bony tube: 
a swelling ensues locally. Pressure on the axons produces 
a palsy of the facial muscles. It may produce pain, herpes 
oticus, or loss of taste, depending on the position of the 
inflammatory swelling. Now in the purulent cases from 
local infection, as well as in the injury cases, where the 
sheath is directly injured or compressed, the resulting 
palsy of the face is not due to the presence of pus per se, 
but rather to the inflammatory swelling and consequent 
mechanical pressure on the confined axons. 

If the compression is severe enough, and lasts sufficiently 
long, the axons will be choked out of existence, and 
Wallerian degeneration will take place in the nerve distal 
to that point. If the compression is slight the axons 
may undergo only a paresis (just as one’s arm or leg may 
‘go to sleep’’ from a cramped position). In this case, 
although there may be a temporary loss of function, 
recovery will take place without any degeneration of the 
nerve cells or fibres. The electrical reaction of degenera- 
tion will not occur: faradic response will not be lost. 
Now if the opportunity were presented of carefully follow- 
ing every case of restoration of function in toxic palsy of 
the face, I am convinced that these varying degrees of 
compression would invariably be manifest in the electrical 
reactions. The idea that every case of Bell’s palsy passes 
through the typical electrical reactions of Wallerian 
degeneration, either rapidly or slowly, is, I believe, 
erroneous. On the contrary, I feel certain there aie 
many cases in which Wallerian degeneration does not 
occur. The axons in the nerve fibres become functionally 
sluggish or inactive, just as they might from a local 
recover being 
removed, and replaced. Just what percentage of all cases 
this type represents has never been determined. A more 
careful observation of all cases, at their inception, is most 
essential. It seems evident that early complcte loss of 
faradic response is rare. 

In a general way, without accurate statistics, one might 
infer from reports that of all cases perhaps 80 or 85 per 
cent. fully recover. I venture the conjecture that a 
majority of these milder cases never undergo Wallerian 


anaesthetic, and without degenerated, 


degeneration. 

The remaining 15 or 20 per cent., I fancy, undergo a 
violent toxic infection with a severe inflammatory reaction 
(a compression within the Fallopian aqueduct), which 
renders the axons useless: in a day or two faradic 
response disappears. In such cases the regeneration is 
never complete. The facial movements may be entirely 
lost for all time, or may make some degree of recovery. 
The amount of recovery always bears a definite relation 
to the severity of the initial invasion. The relation of 
cause and effect in Bell’s palsy is quite analogous to that 
in the accidental cases. 


Incision of the Nerve Sheath 
I attempted in the first lecture to point out that 
early intervention, no matter how violent the infection, 
is likely to lead to a nearly perfect recovery. Why not, 
then, apply this principle to the violent cases of Bell’s 
Theoretically, leaving them alone is sure to be 


palsy? 
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followed by an incomplete recovery, with a grotesque 
appearance for life. Early operation might ensure almost 
complete return of function even in the cases of most 
violent invasion. It requires only some accurate means 
of knowing which cases will recover, and which will not 
recover, without surgical intervention. I believe that 
more careful study of the’ electrical reactions in all cases 
will eventually enable us to say, at a much earlier stage, 
that in such-and-such a case, left alone, the recovery 
will never be complete, whereas if operated on it might 
robably make a complete recovery. The earlier this 
determination can be made the better the chance of 
perfect movements of the face following intervention. 

While I was discussing this with Sir Charles Ballance 
during the earlier years in which we were carrying out the 
animal experimentations, he repeatedly said: ‘‘ The cases 
of Bell’s palsy which make a partial recovery and then 
go on without any further improvement for weeks or 
months ought to have the nerve in the Fallopian aqueduct 
uncovered early and be decompressed by incision of the 
sheath, to relieve the pressure, at that stage. Such cases 
(unless they are appropriately treated) in all probability 
will go through life with a grotesque deformity.’’ In 
principle [ thoroughly agreed with this opinion. I 
realized, however, that there is great difficulty in con- 
vincing those who first come in contact with these cases 
that this is sound judgement. The trouble is that those 
who first see and treat cases of Bell’s palsy are very 
loath to subject them to such a radical procedure as that 
of uncovering the nerve and incising the sheath, in the 
hope that the recovery will be sufficiently good to warrant 
it. The thought of subjecting a nerve to a trauma 
similar to that which is actually the cause of so many 
palsies of the face, at a stage when partial recovery has 
already taken place, is too appalling. Hoping that I 
might correct what I thought to be an erroneous belief, 
I tried a series of experiments on rhesus monkeys, in which 
I uncovered the nerve and incised the sheath. 

Ten monkeys on which I incised the sheath of the nerve 
over an area of 10 to 15 mm. were examined daily afterwards 
over a long period. Nine of the ten suffered no facial paralysis, 


no Wallerian degeneration, no loss of faradic response. One 
of them gradually lost faradic response so that there was 


evidence of complete Wallerian degeneration at the end of 
nine days. Seventeen days later, however, faradic response 
began again, and in six weeks the had apparently 
recovered. This case, undoubtedly, had suffered an injury to 
the axons, or had undergone a slight infection. However, 
he recovered quite as rapidly as any complete case of Bell’s 
palsy. The other nine seem to prove that the actual trauma 
caused by incising the sheath, when carefully done, does not 
cause facial palsy. 

I then induced facial palsy on a monkeys by 
exposing and freezing the nerve with ethyl chloride. One case 
was left without incising the sheath. On all the other cases 
the nerve sheath was incised over the frozen area, and a few 
millimetres distal and proximal to that area. The cases 
on which the nerve sheath was incised recovered facial move- 
ments in one-half the time required for recovery in the other 


face 


series of 


cases. 

The same experiment was made on a series of monkeys in 
whom facial palsy had been induced by the injection of 90 per 
cent. alcohol into the nerve sheath. The cases in which the 
nerve sheath was incised over the area of toxic involvement 
recovered twice as rapidly as those in which the sheath was 
not incised. 

Clinical Results 

Fortified by this experience I was sufficiently encouraged 
to incise the sheath of the nerves of several cases of 
Bell’s palsy in which the recovery was very incomplete, 
and had remained unchanged for many years. In every 
instance, despite this long period of inactivity, the relief 
of the pressure by incising the sheath of the nerve has 
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resulted in a very marked improvement. May I give 
some examples from recent. experience? 


Case 1.—Miss M., a graduate nurse, appeared at my surgery. 
She had retired the previous night feeling quite well. She 
awakened with a complete right facial palsy. Under the 
pretext of electrical treatments she was seen daily. She never 
lost her faradic response in the facial muscles, although there 
were no spontaneous movements for more than a fortnight. 
At the end of a month she was apparently entirely well. 
Here is a case with no electrical reaction of Wallerian 
degeneration of the nerve, despite the fact that there was 
complete loss of facial movements for a time. This is a 
perfect example of the type where recovery is complete. 
I fancy that a very large percentage of Bell’s palsy cases are 
of this type. 

Case 2.—Miss D., two years ago, suffered an attack of 
Bell’s palsy, recovering completely in four weeks in practically 
the same manner as the case I have just recorded. While 
I did not see her, I fancy she was like the first—a mild 
attack without Wallerian degeneration. She now appears 
with a complete palsy on the same side, which has lasted 
six weeks without any apparent improvement. The electrical 
reactions of Wallerian degeneration are present. On the ninth 
week from the onset, conditions remaining the same, at her 
insistence that something be done, I uncovered the nerve, by 
the removal of the external wall of the Fallopian canal from 
the stylo-mastoid foramen to the level of the horizontal semi- 
circular canal, and gently incised the sheath over this area 
with the sharpest of Graefe knives. In one week faradic 


response had returned in all facial muscles. The secon] 
picture, two months later, shows an apparently complete 
recovery. Had she gone on for months before operation I 


believe she would have made only a partial recovery with 
marked disfiguration for life, as happens in most of these 
severe cases (see Figs. 11 and 12 on Special Plate). 

Case 3.—Mrs. C. Bell’s palsy two years ago. After several 
months some motion began in the face. She now has a 
return of function roughly estimated at 50 per cent., accom- 
panied by a spasmodic tic in the lower part of the face. * The 
aqueduct was opened from the stylo-mastoid foramen to the 
level of the horizontal semicircular canal. The sheath was 
gently incised over this area. It was thickened with scar 
tissue. A small strand of nerve fibres traversed the area. 
They were not disturbed. A strand of degenerated anterior 
femoral cutaneous nerve was laid on this, extending from the 
proximal segment above to the distal segment peripheral to 
this area. In one month she declared that she felt much 
more power in her face, and the mouth was straighter in 
repose. 

Case 4.—Miss S. 


Right Bell’s palsy ten years ago, followed 
in a few months by partial recovery. Left Bell’s palsy six 
months ago, followed by partial recovery. Recurrent attack 
on right side, causing complete palsy of the already partially 
paralysed side. At operation a double decompression by re- 
moval of the outer wall of the aqueduct from the stylo- 
mastoid foramen to the level of the horizontal semicircular 
canal was carried out. The nerve sheaths were incised over 
this area. Recovery of equal synchronous movements of both 
sides of the face, voluntary and emotional control, took place. 
The result is not perfect by any means, yet the girl has been 
rescued from social ostracism. This case was figured in my 
paper in the Archives of Otolaryngology (1932, xvi, 773). 

I have also two cases of decompression of more than twenty 
years’ standing, both of which, despite the long period, show 
a distinct improvement of facial movements. 


Conclusion 

May I say, in conclusion, that the principles of opera- 
tive treatment of facial palsy, by direct repair of the 
injured nerve, have been well verified by clinical experi- 
ence. I believe that, although operative treatment of the 
severe cases of Bell’s palsy is not yet a fixed principle, 
with continued study of indications for early intervention 
it will eventually become so. If this should happea, 


many of the 15 or 20 per cent. of severe cases which are 
now doomed to go through life with a grotesque dis 
figurement will be cured by early operation. 
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THE STOMACH AND DUODENUM 
AFTER OPERATION * 


S. COCHRANE SHANKS, M.D. 

ASSISTANT RADIOLOGIST, CHARING CROSS HOSPITAL 
(With Special Plate) 
X-ray examination of the stomach or duodenum which 
has been the seat of surgical intervention often presents 
a problem of great difficulty. In the case of the intact 
stomach the examination is made easy because of the 
possibility of filling it out to its normal contour. As a 
rule, however, with the stomach after operation this is 
not possible, and a wide variety of appearances may 
present themselves in the absence of any pathological 
condition. It is the difficulty of disentangiing these normal 
variations from the pathological which constitutes the 
problem. 

Because of the above consideration the radiographic 
technique must be modified in some respects. Screen 
examination is even more important than in the intact 
stomach, and the demonstration of the mucosal relief 
pattern is of greater value. The technique must be varied 
according to the precise operation performed, and it is most 
desirable to have this information before commencing the 
examination. 

A Radiographic Classification 

From a radiographic point of view these cases fall into 
broad classes—those in which sphincteric control of gastric 
evacuation has been abolished, and those in which :t 
has been retained. Some operations fall between these 
two groups, as follows: 


1. Sphincteric Control Retained. 

Simple excision or cauterization of a gastric ulcer. 

Wedge resection. 

Sleeve resection. 

Gastro-gastrostomy. 

Duodeno-jejunostomy. 

2. Sphincteric Control Partly Retained. 

Pyloroplasty. 

Schoemaker’s operation. 

3illroth I. 

Although in all these the muscular pyloric sphincter is 
either cut or removed, yet enough control of efflux is 
exhibited by the stomach to warrant the above term in 
classification. 

3. Sphincteric Control Abolished. 

Gastro-jejunostomy. (Only when abnormal contracture 
of the stoma has taken place does there occur any 
degree of control.) 

3illroth IT. 

Polya and its modifications. 

Finney’s pyloroplasty. 


In the first group, with retention of sphincteric control, 
the technique should be the same as for the intact 
stomach. Special attention should, however, be paid 
to the relief pattern, both under the screen and in serial 
radiograms. The erect, supine, and prone positions are 
all of value, and the most suitable for taking radiograms 
will be determined by the fluoroscopic appearances. 

In the second group, where partial control has been 
established, again the normal technique may suffice, but 
means should be at hand to control the gastric efflux 
should this prove to be too rapid to allow satisfactory 
and complete filling of the stomach. Such means are 
indicated in the succeeding paragraphs. 


* Read in opening a discussion in the Section of Radiology and 
Electrotherapeutics at the Annual Meeting of the British Medical 
Association, Bournemouth, 1934. 


It is in the third group, with abolition of sphincteric 
control, that most difficulty occurs. A wide communica. 
tion exists between the lower part of the stomach and the 
small intestine, and the gastric contents are rap‘dly poured 
out into the jejunum. It is impossible to distend the 
stomach, or stump of the stomach in gastrectomy, unless 
the efferent jejunal loop be occluded by pressure. This 
can be done by hand temporarily under the screen, but 
‘this immobilizes the palpating hand, and cannot be kept 
up indefinitely. Some form of mechanical compressor or 
truss is much to be preferred. 


Mechanical Compressors 


A well-known type is the Chaoul compressor. In this q 
metal ring, 5 inches in diameter, supports a rubber bag, which 
can be inflated to a hemisphere. It is strapped to the 
patient’s abdomen by an attached broad webbing band and 
buckle. Pressure on the required area is induced and main- 
tained by the inward bulge of the bag. The objections to 
it are the difficulty of precise adjustment and the shadow cf 
the metal ring. 

Overend has devised an ingenious pressure cone and serial 
radiographic apparatus for attachment to the screen-holder 
of an upright stand. Designed primarily to study the relief 
mucosal pattern of stomach and duodenum, it will serve to 
control the stoma of a gastro-jcjunostomy. Its disadvan- 
tage for the latter is the small aperture it possesses, limiting 
the fluoroscopic and radiographic field. 

I have designed an adjustable truss which answers the 
latter purpose—control of the efferent loop—satisfactorily. 
It consists of two portions—a leather-covered spring band, 
similar to that of an ordinary hernia truss, and an adjustable 
compression pad. Three or more spring bands are necessary, 
to fit varying sizes of patients. The adjustable pad com- 
prises a base slotted for the reception of one end of the 
appropriate spring band, an arm hinged on this base giving, 


— 
SN 


RECEPTION OF 


SLOTTED FOR 
TRUSS SPRING 


WORM SCREW 


Fic. 1.—Truss compressor. 


by means of a small thumbscrew and worm-gear, an anterior 
and posterior angulation, and a leather-padded aluminium 
pad. The arm is slotted throughout its length, and the pad 
can be adjusted alcag its length by a_ butterfly-nut. The 
hinged arm has an upward bend, so that the compression pad 
is above the level of the spring band when fitted to the 
patient. This avoids obscuration of the field under examina- 
tion by the shadow of the spring. Reference to the diagram 
will indicate the details of the truss. (Fig. 1.) 


Examination of Group 3 Cases 

The technique for each individual case will vary accord- 
ing to circumstances, but that which I use as a basis is 
as follows: 

The examination is commenced in the erect position, and 
under fluoroscopic control the patient drinks one mouthful 
of the opaque cream. This gives a preliminary screen survey 
of the relief pattern of the stomach, the stoma, and the 
efferent loop. The truss is then fitted with the spring band 
just below the iliac crests and the pad over the efferent 
loop. The patient drinks a few more mouthfuls, and the 
pressure of the pad is increased by turning the worm-nut till 
obstruction of the loop is obtained. Sufficient of the meal 
is then drunk to distend the stomach. 
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Antero-posterior, serial, and left lateral radiograms are now 
taken and the compressor removed. Removal of the latter 
ig a matter of a few seconds. The rate of emptying of the 
stomach is then noted fluoroscopically, attention being paid 
to any tender points over the stomach, duodenum, and stoma. 
The degree of jejunal overloading, if any, should be noted. 

In a minute or two the stomach will, as a rule, have largely 
emptied itself, and enough of the cream will remain therein 
to permit a further observance of the mucosal relief pattern 


in the prone and supine positions. Radiograms may be taken 


The patient should again be screened, half or one hour 
later, to determine the amount of residue in the stomach. 

Such is the average technique required in these Group 3 
cases, but the study of each case should be individual, 
and no cast-iron routine should be adopted. 

Before considering the normal and pathological appear- 
ances after operation it is desirable to outline the nature 
of each. Some of the operations mentioned above are 
but rarely performed, and _ still less frequently seen in 
an x-ray department. For reasons of space these infre- 
quent operations, which have now little more than a 
historic interest, will not be considered further. Others, 
such as posterior gastro-jejunostomy and partial gastrec- 
tomy, are tvés a la mode, and such patients are frequently 
referred for x-ray investigation. 

The group with abolished sphincteric control comprises 
the majority of operation cases referred for *#-ray exam- 
ination, including as it does gastro-jejunostomy and the 
Incidentally, it is the 
most difficult group to examine radiographically. 


opular varieties of gastrectomy. 
PO} 5 4 


Gastro-jejunostomy Cases 

Posterior No-loop Method.—This is the operation cf 
choice for simple pyloric obstruction and duodenal ulcer, 
and is probably performed more often than all the other 
operations together. The es- 
is to form a wide anasto- 
motic opening between the jejunum, 
the duodeno-jejunal 
flexure as possible, and the posterior 


gastric 
sence of it 


as close to 


wall of the stomach. The anasto- 
mosis must of necessity be made 
through the posterior layer of the 
lesser sac. The pylorus is sometimes 
occluded ; this occlusion is often de- 
signed to be temporary ; by suitable 
choice of sutures the pylorus’ will 
A ate become patent again in six months 
gastro-jejunostomy, after the operation. The objects of 


the operation are to provide free 
drainage of the stomach, to allow alkaline regurgitation 
from the jejunum, and to prevent the passage of acid 
gastric contents over the pyloric or duodenal ulcer. 
(Fig. 2.) 
Normal Radiographic Appearances 
In the erect position the prominent feature is the 
immediate passage of the opaque medium into the 
jejunum. This occurs as soon as the patient swallows a 
mouthful or so. No more should be given in the first 
instance, as the initial study of the relief pattern of the 
stomach, stoma, and jejunum is important. If the patient 
then takes the remainder of a 12 to 14 oz. barium meal 
some fleeting filling of the stomach may take place, but 
More commonly an irregular partial filling only is achieved, 
the barium pouring into the efferent loop of the jejunum 
in a steady stream. The greater curve above the stoma 
is markedly indented by the mucosal folds. The latter 
results from the muscular contractility of the stomach. 


During this stage the stoma itself is hidden in the 


antero-posterior view. 
The pyloric antrum, distal to the stoma, rarely fills to 
any extent, even ii the pylorus has not been occluded 
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in a case of duodenal ulcer. As a rule, a few irregular 
streaks of barium are all that are seen in this portion. 
Exceptionally, it is better filled, and some of the barium 
cream passes through the pylorus and duodenum, but 
even then the pyloric antrum is conical, and lacks its 
normal rounded contours. If the pylorus has_ been 
occluded the filling of the pyloric antrum is very poor 
indeed. The stoma may be seen in profile in a lateral 
view, but for technical reasons it is generally difficult 
to obtain a sharp skiagram of it in this position. 

The efferent jejunal loop and the coils of jejunum are 
usually somewhat distended with barium, and a mild 
permanent dilatation of the upper jejunum is normal. It 
may be considerable. The feathery appearance resulting 
from the valvulae conniventes persists, but to a less extent 
than in the normal, as a result of this dilatation. 

As a rule none of the meal passes into the afferent loop 
via the stoma with the patient in the erect position. Any 
barium present in it and in the duodenum will have found 
its way through the pylorus. 

The rate of emptying is remarkably rapid, in my experi- 
ence. Various authorities have given the time for com- 
plete emptying as from one to two hours, and even more. 
These figures may be true if by “‘ emptying ’’ is meant the 
complete evacuation of every trace of barium from the 
stomach, but not if the main mass of barium is referred 
to. The main bulk of the opaque meal may have passed 
out into the jejunum in from ten to fifteen minutes, and 
yet traces of barium remain entangled in the mucosal 
folds for an hour or two (especially in the folds of the 
pyloric antrum). Disregarding these entangled residues, 
the stomach is empty in from seven to thirty minutes 
if the stoma be of average size. With a large stoma these 
limits are shortened, and with a small one they are 
increased. 

The rate of emptying 
posture. In the supine 
may remain for a time, 
the stoma. No lengthy 
contractile tonus of the 


of the stomach is modified by 
position a pool in the fundus 
being there below the level of 
stasis occurs, however, as the 
stomach gradually empties it. 
As the stomach empties its contents, the mucosal 
pattern of and around the stoma again makes its 
appearance, and may again be studied fluoroscopically. 
Tenderness on pressure over the stoma and elsewhere is 
an important diagnostic feature, and careful search for 
such tender points should always be made. 

If the stomach before the operation was grossly dilated 
and atonic, and its muscle coats too atrophied to be 
restored to the normal, the radiographic picture after 
gastro-jejunostomy will be somewhat modified. Some 
dilatation will remain, the indentations of the greater 
curve will be less, and there will be a tendency to pool 
formation in the pyloric antrum below the stoma. The 
main mass of the barium cream will, however, pass rapidly 
into the jejunum. 


Pressure Control of the Efferent Loop 

It is obvious from the normal appearances without 
control that the demonstration of recurrent duodenal, 
pyloric, or lesser curve ulcer may be difficult on account 
of incomplete filling of the stomach. Efficient obstruction 
of this loop enables the contrast medium to be dammed 
back in the stomach and a study of these portions to be 
made. 

Using an apparatus such as is described above, the 
lesser curve can be examined in its entirety. The pre- 
pyloric region is sometimes filled to its normal contours, 
but more frequently remains to some degree contracted 
and conical. If the pyloric canal be not obstructed or 
occluded the meal can be forced through it into the 
duodenal buib. It is of importance here to know before- 
hand whether the pylorus was occluded at the operation 
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or whether it was already stenosed. The duodenal bulb 
does not usually fill out to normal contours, partly because 
it is difficult to force a sufficiently large amount of barium 
through the pylorus at a time, and partly because some 
scarring of the bulb may persist after the healing of a 
duodenal ulcer. 


Complications after Posterior Gastro-jejunostomy 
Ryle has grouped the complications after gastro-jejuno- 

stomy and partial gastrectomy as follows, in ascending 
order of gravity: 

1. Dumping stoma. 

3. Vicious cycle. : 

3. Perianastomotic gastritis and its ulcerative com- 

plications. 
4. Achylic anaemia. 


Groups 2 and 3 tend to be intermingled in actual prac- 
tice, vicious cycle often being the result of an ulceration 
and cicatrization falling into Group 3. Again, Ryl!e’s 
grouping does not include recurrent ulceration of the 
lesser curve or duodenum, or gastric carcinoma. With 
the exception of achylic anaemia, these complications can 
usually be demonstrated radiographically. 

Jejunal Dumping (overloading of the jejunal loop).—if 
the stoma be very large the flooding of the jejunum 
is exaggerated, and the stomach may empty into it in 
from two to three minutes. The patient experiences a 
dragging fullness and discomfort immediately after food, 
and the jejunum is scen to be distended and overloaded 
temporarily. Dietetic indiscretions, either of quality or of 
quantity, increase the patient’s discomfort. It is reason- 
able to explain the symptom-complex on these mechanical 
grounds. To what extent jejunal overloading contributes 
to the development of jejunal ulcer is a moot point, and 
one difficult to put to the test. Possibly if much gastric 
hyperacidity be present it may have some effect. 

Recurrent Ulceration.—This may be gastric, pyloric, 
duodenal, gastro-jejunal, or jejunal in site. 

1. Recurrent lesser curve ulcer is, as a rule, easily 
demonstrated if the stomach be reasonably well filled by 
controlling the efferent loop. A niche wiil be visible, 
and on the greater curve a localized exaggeration of the 
notching which is usually present. 

2. Recurrent duodenal ulcer presents a more difficuit 
problem—even more difficult than in the case of a 
duodenal ulcer which has recurred after medical treat- 
ment. In the latter only the deformity due to scarring 
has to be discounted. After jejunostomy, however, the 
further disturbing factor of incomplete filling of the cap 
must be taken into account. In some cases the actual 
ulcer crater may be seen, but more frequently only some 
general deformity of the duodenal bulb is present. If the 
jejunum has been satisfactorily occluded by a truss, and 
food is passing freely through the pylorus, the second 
disturbing factor can be excluded, and the problem 
becomes that already described under the section of 
duodenal ulcer. 

3. Gastro-jejunal Ulcer.—As the stoma on the posterior 
wall is hidden in the antero-posterior view an ulcer will 
show only in a relief pattern radiogram. If it be large 
it may be visible in profile in a lateral view. Owing to 
the normal irregularity in the contours in a healthy stoma 
care must be used in diagnosing an ulcer crater from a 
projection above. Further confirmatory signs may help. 
The most important of these is pain on pressure, localized 
over the stoma. In the present state of our technique 
persistent tenderness on pressure is probably the most 
reliable sign of a stomal or jejunal ulcer. Another sign 
of value is a persistent residue in the ulcer crater. Such 


a residue must, however, be differentiated from flecks 


THE STOMACH AND DUODENUM AFTER OPERATION 


entangled in the mucosal folds in. this region. An ulcer 


Tue Britisa 
[ DICAL JOURNAL 


— 


situated in the region of the stoma may, by spasm plus 
scarring, cause stenosis of the stoma itself, with gastric 
stasis ; stenosis of the opening of the proximal loop, with 
the development of duodenal ileus if the pylorus is patent ; 
or stenosis of the distal loop, again causing duodenal ileus, 
if the proximal be patent. 

4. Jejunal Ulcer.—If this be close to the stoma the 
above remarks will apply. If it occurs below the level 
of the greater curve there is more chance of the ulcer 
crater being outlined at some stage of the examination, 
Again care must be taken not to mistake a fleck of 
barium entangled in the mucosa for a barium-filled crater, 
The larger, the denser, and the more persistent a residue, 
the more likely it is to be an ulcer crater. Localized 
tenderness to pressure of one finger over the residue is an 
important confirmatory sign. The valvulae conniventes 
seen in relief pattern converge to, and are interrupted by, 
the crater, an appearance best seen if the latter is on the 
anterior or posterior wall, and so viewed en face. Some 
spastic contraction of the circular fibres in the ulcerated 
segment may occur and be visible. 

Jejunitis —Occasionally the valvulae conniventes of the 
efferent loop are thickened and their feathery character 
lost—-an indication of a jejunitis. 

Narrowing of the Stoma.—-The usual surgical practice 
nowadays is to make a wide stoma to allow for gradual 
contraction. If this contraction is greater than usual the 
rate of gastric evacuation is slowed. To what extent this 
narrowing and consequent slowing is disadvantageous is 
a matter of doubt. The wide stoma, while it achieves 
its results so far as drainage is concerned, alters the 
normal physiological processes profoundly, and frequently 
causes jejunal overloading. Narrowing of the stoma suffi- 
cient to slow the rate of emptying of the stomach to 
between one and one and a half hours is probably not 
undesirable, but retention in the stomach up to two, 
three, or more hours should be regarded as a_ sequela 
likely to defeat the objects of the operation. In such 
cases the stenosis of the stoma cannot be demonstrated 
directly. Its presence can be deduced only by the slow 
rate of emptying. 

Malposition of the Stoma.—If the stoma be made too 
high, stasis of gastric secretion may occur in the pars 
pylorica, in the erect position, and be a factor in the 
recurrence or persistence of a peptic ulcer. The position 
of the stoma can be accurately demonstrated in a lateral 
view or a relief antero-posterior one. 

Duodenal Tleus.—This, too, may result in a minor 
degree from a high stoma, especially if a visceroptosis of 
some degree be present. In such case, if the duodenum 
and duodeno-jejunal flexure be ptosed below the level of 
the stoma, the stomach may empty itself partly into the 
efferent jejunal loop, and so into the duodenum. This 
sequence of events is visible fluoroscopically. On the 
patient swallowing a mouthful of barium some is seen 
to pass into each loop of the jejunum, that going into 
the afferent collecting in a pool in the dependent part of 
the dilated duodenum. This is seen only in the erect 
position. The supine or prone position removes the static 
factor which is the essence of the abnormality. Duodeno- 
jejunostomy is the appropriate treatment. 


Anterior Gastro-jejunostomy 

In this a long loop of jejunum is brought up in front 
of the transverse colon and anastomosed to the anterior 
gastric wall. It is performed, faute de mieux, when a 
gastro-enterostomy is essential and it is technically im- 
possible to adopt the posterior method. The stoma 18 
made as near as possible to the pylorus and greater curve, 
and its axis should run from above downward and to the 
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right. Because of the serious risk of stasis in the long 
afferent loop, about eighteen inches in length as a rule, 
an additional jejuno-jejunostomy is frequently made 
between the two loops. (Fig. 3.) 

The x-ray appearances in anterior 
gastro-jejunostomy are substantially 
the same as those in the posterior 
operation, except that in the lateral 


view the stoma and jejunal loop 
are visible anterior to the stomach, 
and two jejunal limbs, afferent 
and efferent, are often outlined 


below the stomach. If the opera- 
tion be successful, only the efferent 


loop should fill, but frequently 
food also passes into the afferent. 
When this occurs to excess a 
vicious circle is established, and 
the dilated, overloaded proximal 
loop is at once apparent radio- 
gastro-jejunostomy. graphically. Jejuno-jejunostomy 


completely relieves the condition. 
The other untoward sequelae of anterior gastro-jejuno- 
stomy are similar to those in the posterior method. 


Billroth Il Partial Gastrectomy 
In the past a popular operation for carcinoma of the 
stomach, or large chronic ulcers in the region of the 
lesser curve, this is to some extent being superseded by 
the Polya types of gastrectomy. It consists of segmental 
resection of the stomach, including the pyloric canal, 
closure of both ends, and posterior gastro-jejunostomy. 


(Fig. 4 


Billroth IT. 


Fic. 
Radiographically the stomach behaves similarly to the 
jejunostomized stomach, save that the pyloric antrum is 
absent. At first the gastric stump is small, but later it 
enlarges somewhat. This dilatation is not marked unless 
contracture of the stoma takes place. The right blind 
extremity of the stomach assumes a rounded, slightly 
puckered contour. The stump can best be seen if the 
efferent jejunal loop be obstructed by a truss. Only then 
can the stump be properly filled and its contours studied. 
Normally there is no reflux from the stomach into the 
afferent loop and duodenum. But efficient obstruction, 
by a truss, of the efferent loop will cause such reflux, an 
appearance which must not be mistaken for a vicious 
circle. It disappears on removal of the truss. 


After-results 

Recurrent gastric, stomal, or jejunal ulcer is less 
common than in gastro-jejunostomy, as a considerable 
proportion of the acid-producing mucosa is removed by 
the operation. The more complete the gastrectomy the 
less chance of recurrent peptic ulcer. As, however, this 
operation does not allow of a very wide resection, recur- 
rent ulceration occasionally occur, and its radio- 
graphic demonstration and appearances are similar to 


does 


those in gastro-jejunostomy. 

In cases of carcinoma ventriculi local recurrence of the 
growth is not uncommonly met with. 
precise site of the recurrence, 


Depending on the 
there may result: 
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1. Obstruction of the whole stoma.—This causes dilatation 
of the fundus and oesophagus, and, clinically, vomiting and 
rapid starvation. The nature of the condition is clearly 
visible on fluoroscopy, and the details of the gastric filling 
defect in serial radiograms. Discounting the distortion due 
to the suture line, a recurrence causing the above inter- 
ference with the stoma usually presents a constant filling 
defect, which is fairly characteristic. 

2. Obstruction of the efferent loop alone.—The stomach 
will present similar appearances, but in addition the duodenum 
will be in a state of ileus, and be outlined by the barium 
cream passing from the afferent limb into it. 

3. Obstruction of the a duodenal 
ileus results, but as no barium can pass into it, it will be 
demonstrable radiographically only if it contains gas. 


The Polya Operation 
Polya-Moynihan.—This modification of the original 
Polya operation is probably more frequently adopted 
in this country than any other form of partial gastrec- 
tomy. It consists of a segmental resection of the 
tesion-bearing portion of the stomach, including the 
pylorus, as in the Billroth II, with end-to-side anasto- 


mosis of the gastric stump to a loop of jejunum. 
In the original Polya the jejunum was_ brought 
up through a fenestra in the transverse mesocolon. 


This has the disadvantage, in cases of carcinoma, that 
a recurrence, apt to take place near the fenestra, may 
cause obstruction of the jejunum. This is avoided by the 
Moynihan modification, in which a loop of jejunum is 
carried up in front of the transverse colon. The diagram 
indicates the direction of the jejunal current (from left 


Fic. 5.—Polya-Moynihan. 


to right). The locp is chosen as near to the duodeno- 
jejunal flexure as possible, allowing enough length in the 
afferent limb to prevent any possibility of tension on it 
when the patient assumes the erect position. (Fig. 5.) 
Polya-Balfour Operation.—In Balfour’s modification the 
long jejunal loop is used, and the jejunal current is in the 


Fic. 6.—Polya-Balfour. 


reverse direction to that in the Pclya-Moynihan operation. 
In order to prevent stasis in the proximal limb a lateral 
anastomosis is made between the two limbs of the loop. 
(Fig. 6.) 
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Modified Polya, with entero-anastomosis en Y.—In this 
Ris modification a segmental resection is made as before. A 
S jejunal loop is brought up as in the Polya-Balfour, but 


is divided across. The cut end of the distal limb is closed 


Fic. 7.—Modified Polya: anastomosis en Y. 

> and that limb anastomosed side-to-end with the gastric 
A stump. The proximal jejunal limb is then anastomosed 
end-to-side with the distal limb an inch or two below the 
gastric anastomosis. (Fig. 7.) 

Polya : Lake’s Modification.—This modification, judging 
by the radiographic appearance, controls the efflux of the 
gastric contents better than any other of the Polya type. 
In addition to preventing ‘‘ dumping ”’ into the jejunum, 
it renders reflux into the afferent loop very improbable. 
e In it a short jejunal loop is brought up through the 


| 


: Lake’s modification. 


Fic. 8.- 


Polya 


transverse mesocolon, 
right to left. 
‘ the whole length of the cut gastric stump, only a small 
: stoma, about 1} inches in length, is made at the lower end. 
Fig. 8.) 


the jejunal current flowing from 


X-Ray Appearances in Polya-Moynihan Type of Fartia! 
Gastrectomy 

With the Pclya-Moynihan the gastric stump is, 

than in the 


as a 
Billroth IL operation, and the 
| To study the full 
8 contours of the stump control of the efferent loop will 
: be necessary, but this should be preceded by observation 
Under 
should be made of the efflux into 
chiefly 
Some 
should 


rule, smaller 


anastomosis is seen to be terminal. 


of the normal emptying (that is, without control). 
the screen careful note 
the jejunum. The barium should be seen to pass 
into the efferent limb, at the right of the stump. 
will pass into the left, or afierent limb, but this 


not be excessive. 
With control of the efferent limb the fundus of the 
stomach should fill out to a normal contour, and there 


may be some oesophageal reflux. The afferent jejunal 
; limb will fill more definitely, and active peristalsis will 
be seen as this loop endeavours to empty itself. The 


anastomosis vary consider- 


the 
depending on the precise 


: contours in the region of 
ably 


a 


position of the sutures. 


Although the jejunal loop is sutured along | 


Tue Britis 
MEpIcaL JouRNaL 


A certain amount of puckering is to be expected. 


The stomach, after this operation, empties very rapidly ; 
by the time the patient has finished drinking a 12-oz, 
meal most of it will be in the jejunum, and mild jejunal 
overloading is a common effect of rapid ingestion. Occa- 
sionally it may be marked, causing a sensation of fullness 
and dragging in the abdomen. It is therefore important 
that a patient should masticate thoroughly, and eat and 
drink slowly, after having been subjected to this type of 
operation, 


Abnormal After-results 

Recurrent Peptic Ulcey.—This, an uncommon sequela, 
may be gastric, stomal, or jejunal in site. The more 
complete the gastrectomy the rarer is such a complication, 
Recurrent gastric ulcer may be on the lesser curve, when 
it will show as a niche, or on the posterior wall. In the 
latter case a relief picture is the best means of demon- 
strating it. Stomal ulcer is more easily demonstrable 
after the Polya type of operation, the stoma is 
terminal relative to the stomach. As with other forms ef 
stoma, residues entangled in puckered mucosa must be 
differentiated from a barium-filled ulcer crater. The latter 
are more constant in a series of pictures, and, if the ulcer 
be deep, denser from sedimentation therein. Tenderness 
on localized pressure over the suspected shadow is an 
important confirmatory sign. Jejunal ulcer is more readily 
visible than in cases of gastro-enterostomy, as the gastric 
shadow is not superimposed on the juxtastomal portion. 

Overloading of the Proximal Limb.—This rarely occurs 
in the Polya-Moynihan operation if the afferent jejunal 
limb be short and the axis of the stoma properly planned, 
but with a vertically disposed stoma and an unduly long 
limb some stasis and ileus may be seen. It does, how- 
ever, occur in: 

Recurrent carcinoma, if the efferent limb be obstructed 
by the recurrence. Clinically, such cases present charac- 
teristic features—inability to eat or drink any but small 
amounts, persistent vomiting, epigastric pain, and wasting. 
Radiographically, a gastric filling defect near the efferent 
stoma may be present. Oesophageal reflux and _ dilata- 
tion may occur, and the meal is to distend the 
afferent limb. The rate of gastric evacuation is slow, 
unless by vomiting. Recurrent carcinoma of the gastric 
stump itself is apt to cause stenosis at or just above the 
stoma. Clinically the symptoms are as above described, 
and radiographically a considerable filling defect of the 
stump will be apparent. Scarring from recurrent simple 
ulceration may also cause obstruction of either 
efferent or afferent—with similar appearances to those in 
the carcinomatous variety, save there will not be present 
a gross filling defect of the stump itself. 


as 


seen 


stoma— 


X-Ray Appearances in Polya-Balfour, Polya-en-Y, and 
Polya-Lake Operations 

The appearances will vary from those above described 
chiefly in the site of the efferent jejunal limb, which is 
situated at the left angle of the stump. In the Balfour 
modification some barium may pass into the afferent loop, 
but this can no trouble, because of the jejuno- 
jejunostomy below. In the en-Y type, again, no over- 
loading of the afferent limb can occur. With these excep- 
the abnormal after-effects are similar to those 
described in the case of the Polya-Moynihan. 

In the Polya-Lake operation the gastric stump fills 
reasonably well in the erect position, and the stoma is 
clearly seen at the lower pole. The right border of the 
stump is formed by the remaining portion of the lesser 
curve and the sutured end of the stump above the stoma. 
This largely loses its initial angularity, and becomes more 
or less straightened out. At the junction of the two 
there is apt to remain a dimple, which must not be 
mistaken for a recurrent lesser curve ulcer. 
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COMPARISON OF 


Complete Gastrectomy 

Complete gastrectomy (Moynihan) is a difficult opera- 
tion technically, and attended by an appreciable imme- 
diate mortality. It is indicated in some cases of gross 
scirrhous carcinoma of the leather-bottle type. It consists 
of resection of the whole stomach, and end-in-side, or 
side-to-side, anastomosis of the lower end of the oeso- 
phagus with a high loop of jejunum. The latter is 
brought up through a fenestra in the transverse meso- 
colon. The two limbs of the jejunum may be anastomosed 
lower down to. short-circuit the bile and pancreatic 
secretions. 


X-Ray Appearances after Complete Gastrectomy 

If examined a few weeks after operation the meal will 
be seen to pass rapidly down through the stoma into the 
coils of jejunum. Even at this stage there may be evident 
some dilatation of the jejunal loop close to the stoma. 

Butler' has described the appearances in a case six 
months after complete gastrectomy. The feature in it 
was a considerable dilatation of the jejunum close to the 
oesophageal stoma. The dilated portion was _ ballooned 
into the left dome of the diaphragm, contained a gas 
bubble, and simulated the fundus of a normal stomach. 
Doubtless the constant upward pressure of gas in this 
loop contributed to this effect. Barium remained in this 
dilated , pseudo-fundus for more than five minutes. At 
the end of an hour all the barium had accumulated in 
the pelvic coils of the ileum. Transit is therefore rapid, 
as in the partial gastrectomy cases. 


REFERENCE 
1 Brit. Journ. Surg., 1927, xv, 38, 316. 


THE RELATIVE ADVANTAGES OF BRITISH 
AND FOREIGN HEALTH RESORTS * 


BY 


E. P. POULTON, M.D., F.RAC.P. 


PHYSICIAN, GUY'S HOSPITAL 


The British Health Resorts Association broadly classifies 
health resorts into: (1) spas, (2) resorts at the seaside, 
and (3) resorts inland. In all cases climate must be 
considered important from the point of view of health, 
using the word climate in a wide sense to include not 
only the air with its temperature, moisture, and move- 
ment, but sunlight and more intangible influences which 
may arise from running water, vegetation, and animal 
life, and which affect our spirits as well as our bodies. t 
While inland health resorts rely entirely on these factors, 
those at the seaside and spas have the sea and natural 
waters as additional agents for the promotion of health. 
In a comparison of British and foreign health resorts 
it is wise to consider the people who go to them. By 
far the largest number of visitors are the holiday makers, 


*Read in opening a discussion in the Section of Balneology 
and Climatology at the Annual Meeting of the British Medical 
Association, Bournemouth, 1934. 

+ It is advisable not to be too sceptical: in these matters. I 
need only allude to the recent correspondence in The Times on 
water divining and on the important experiments carried out 
last vear by Dr. Lintott in the Physiological Departinent of Guy’s 
Hospital. He found that water running beneath the subject 
produced an increase of tone in the muscles with corresponding 
Tise in the twig or other apparatus used ; and that this effect 
was not abolished by electrical insulation of the body, but that 
it was necessary for the subject to throw the muscles of the 
arms and legs voluntarily into tension. Thus the results were 
not obtained when the subject walked on a smooth surface such 
as glass, since there was no purchase for the legs. May not these 


obscure influences have some medical bearing in the future? 
We read that water divining continued through the afternoon 
produced a headache! 
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who have no thought of health, but who look for a 
pleasant place with a ‘‘ change of air ’’ and plenty to do. 
With these people we are not concerned at all. A second 
group consists of those who, in the main, are out for 
a holiday, but who wish to take some medical treatment 
as well. For instance, the man who overeats all through 
the year takes a cure during his holiday in order to go 
through the round once again. These people have money 
to spare, and may prefer a foreign spa, since the change 
in their surroundings will be the greater. Nor can there 
be any objection, since this country receives numerous 
visitors from America, and America must receive an 
equivalent in imports and services from the Continent. 
It was quite different in 1932 when the British Health 
Resorts Association was founded ; that was a time of 
temporary danger, and English people were asked to 
stay in their own country. A third group consists of 
those who visit a health resort purely for the sake of 
their health. 

Health resorts, so far as they contain up-to-date in- 
stallations, can provide all those general physical methods 
of treatment that can be obtained in London or in other 
large centres—for example, douches, steam and paraffin- 
wax baths, diathermy, etc. All the larger spas, British 
and foreign, are alike in this respect. In fact, until 
quite recently, these general methods of treatment wers 
administered more effectively at a spa than in London, 
although there is no reason why this should have been 
the case, since all towns nowadays have water and an 
electricity supply. 


Climate 


Climate is generally described as 
and on the other hand as “ relaxing,’’ or, if this word 
has unpleasant associations, as ‘‘ sedative.’’ From the 
point of view of clear thinking the use of these words 
might well be discontinued. A ‘‘ bracing ’’ climate can 
only mear@ a climate of marked cooling power. Leonard 
Hill’s observations with his kata-thermometer show that 
cooling power depends on three factors: temperature, 
humidity, and the movement of air. Hence a bracing 
climate must mean one possessing a cool, dry, breezy 
atmosphere, while a relaxing atmosphere will be hot, 
moist, and still. British spas, with the possible exception 
of Bath, belong to the former category, and this is an 
advantage, because at the end of the cure the patient 
can go straight back to his ordinary occupation. The 
same is not the case with a relaxing climate. For in- 
stance, a patient of mine described a previous visit of 
hers to Salso Maggiore as extremely tiring, and she had 
to go to the mountains in Switzerland before returning 
to England ; this is the ‘‘ Nach-kur ’’ of the Germans. 

British seaside resorts have a wonderful variety of 
climate. In the South-West they approximate to the 
French and Italian Riviera, but as there are usually more 
clouds in the sky the fall in temperature at night is less 
marked ; the days are not so hot and the nights are not 
so cold. The resorts in the East and North-West are 
cool, while those in the South-East may be regarded as 
intermediate. Full details are given in the handbook 
of the British Health Resorts Association. 


‘ 


‘tonic ’’ or “‘ bracing,” 


Physiological Effects of Mountain Climate 
England possesses no mountain climate, and if such 
is required patients must go to Switzerland, or further 
afield to the High Tatra in the Carpathians. It is 
claimed that clinically the moorland climate in the North 
is equivalent to a mountain climate. A valuable summary 


of the physiological effects of a mountain climate (not 
applicable to any English resort) was communicated by 
Professor A. Loewy to the International Society of Medical 
Hydrology at its annual meeting this year in Switzerland. 


to the reduced 


action of such a climate is due 
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pressure of oxygen, which appears to stimulate the pro- 
duction of adrenaline, causing a rise of blood sugar, an 
increase in the formed elements of the blood which are 
at first pressed out of the spleen ; there is an increase of 
glutathione, the ferment first prepared in vitro by Sir 
Gowland Hopkins ; and certain substances appear in the 
serum, known as haemopoietins, which have the property 
of hastening the regeneration of blood after haemorrhage. 
A point of some interest is the rise of serum calcium, 
which means that the sympathetic becomes less excitable 
and the thyroid less active. This fact was discovered 
empirically a number of years ago when an exophthalmic 
goitre patient, sent from Vienna to the High Tatra, did 
remarkably well ; the mountain climate is now recognized 
to be of value in this disease, and insured patients are 
sent to the Tatra. No patient with cardiac insufficiency 
should be sent to the mountains ; but it has long been 
known that patients with phthisis and surgical tubercu- 
losis do well there. The deficiency of oxygen must clearly 
be a responsible factor, since among other things this 
stimulates the production of red cells and counteracts 
the anaemia. 

What is meant by “ fresh air’’ in the treatment of 
phthisis in this country? ‘‘ Fresh air’’ does not mean 
air with an unusually large amount of oxygen in it, 
because the percentage of oxygen is much the same in 
the country as in the town. When animals are placed 
in oxygen the haemoglobin coritent of the blood 
diminishes, and oxygen in no way stops the tuberculous 
process when the animals have been infected with the 
disease. The Swiss climate is beneficial because the 
pressure of oxygen is below normal. “ Fresh air ”’ 
treatment of phthisis in this country must mean treat- 
ment by cold, since this has been found to increase the 
metabolism of the resting subject, and patients who live | 
out of doors all the time have better appetites and eat 
more food to provide fuel for their increased metabolism. 
The three general factors in treatment that can be supplied 
by the tuberculosis sanatoria of this country are fresh 
air with its increased cooling power, rest, and good food. 
A fourth factor—diminished oxygen supply—is_ only 
present in the mountains. Sunlight is a fifth factor suit- 
able for surgical tuberculosis, but this is not given in 
phthisis, since it causes haemoptysis from congestion of 
the lungs—at least, that is the Swiss experience. 


Sea Bathing 

Michelet, writing in 1861, said that the English doctor 
Richard Russell (1700-71) had ‘‘ invented the sea.’’ 
Russell noticed that the fisherfolk were free from 
scrofulosis ; that the women had white teeth and hard 
gums, and were free from all putrid coughs and fluxions ; 
and that children who came to the sea weak, wan, and 
too warmly wrapped up, were sent back to their parents 
after sea bathing ‘‘ bare-necked, their hair shaved, and 

tumours of the neck cured and the countenance healthy. 
He remarked that the sea had great and varied excel- | 
lencies, but it might be misapplied by unskilful persons. | 
| 


This pioneer work of Russell’s was followed by that of 
Lettsom, the Quaker physician, who was responsible for 
the building at Margate of the Royal Sea Bathing In 
firmary tor the relief of the scrofulous poor of London 
and all England. The Gentleman's Magazine states 
that ‘‘ the patients have medical assistance, and a bathing 
machine has been built for their sole use.’’ The founda- | 


tion stone was laid by Lettsom in 1792, in the presence 
of many rejoicing spectators. This early work has now | 
spread round the world. | 
The most complete study of the effect of sea bathing | 

on children has been made by Haeberlin, and he himself 
| 


addressed this Section a year or so ago. He, with Krauel, 
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studied the reaction of the rectal and skin temperatures 
to sea bathing and air baths. They found that the chest 
measurements and vital capacity increased much more 
quickly during the summer while at Wyk than during the 
rest of the year at home. There was an increase in the 
haemoglobin content of the blood, which fell during the 
rest of the year, and in the case of one boy observations 
were carried out through six successive years. There 
was a marked increase of weight, which took six weeks 
before it became constant. This work is an impressive 
performance, and it has only been possible to quote a 
few of the most striking results. On the face of it, j 
would seem that the seaside might vie with the mountains 
as a blood-regenerating agent. It would be most desirable 
that some enthusiastic observer should repeat. similar 
measurements at an inland station, so that the merits of 
these two types of health resorts could be compared. A 
boy scout or girl guide camp would provide healthy 
subjects for study, especially if the camp went alternate 
vears to the seaside and inland. 

Our seaside health resorts are not charitable institu- 
tions, nor are they health stations conducted by the 
Ministry of Health with the taxpayers’ money. They 
are largely run for the benefit of the ratepayers and the 
hotel proprietors, and the medical aspects of sea bathing 
often have to take second place to popular baths, sun 
bathing, sports, and carnivals, which will attract visitors 
in their thousands. But medical baths have been insti- 
tuted recently at Hastings, and are available at other 
places. It is important that any municipality which 
intends to introduce such baths should put the plans 
before a medical advisory committee, and that the baths 
when instituted should be under some kind of medical 
supervision, and not left to the sole control of a bath 
master who has had a little technical training. 


Spa Waters 


Successful attempts have been made to demonstrate the 
specific biological action of certain natural waters and 
baths. Reference may be made to the late Professor 
Billard’s observations on Vichy water, which have been 
described by Monod and Ferreyrolles, and to Baudisch’s 
work on the ageing of waters carried out at the Saratoga 
Springs. Harpuder at Wiesbaden has recently shown 
that mineral-water baths containing 0.6 per cent. sodium 
chloride taken at an indifferent temperature produce 
biological effects that were not observed in controls, 
when baths of tap-water were taken at the same 
temperature. 

Natural Waters in England 

In this country reference may be made to the well- 
known experiments of David Brown and Woodmansey 
on the Harrogate sulphur water, and those of Bain on 
a patient with a biliary fistula. Buxton water has been 
shown to produce a diuresis. The daily output of urine 
from a number of subjects was measured first of all on 
a controlled diet, then with the addition of a pint of 
tap-water, and finally the tap-water was replaced by 
Buxton water. I should feel happier in my own mind 
if these experiments could be repeated in a_ different 
order, with the Buxton water period before the tap- 
water, to make quite certain that the diuresis attributed 
to the Buxton water was not the result of the previous 
water-logging of the individuals. 

Our lamented colleague Michael Foster published shortly 
before his death an excellent handbook on British and 
foreign spas. 

It may be taken for granted that the use of natural 
waters will be promoted in proportion as research work 
of value is carried out in the locality ; in fact, it is only 
necessary to attend the mectings of the International 
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Society of Medical Hydrology in order to realize that 
advance is being made over a wide front, and that in 
research this country is by no means behind. But this 
applies chiefly to the larger and more important spas. 
One of the difficulties is that in the smaller ones it is 
often not generally realized that the waters have valuable 
roperties. For instance, it has been pointed out that 
the Pittville Spring in Cheltenham has practically the 
same composition as some of the Vichy springs. It would 
be expected that in a country like England, where all 
but a few geological formations are well represented, a 
great variety of waters would be encountered. There 
are, no doubt, more in existence than are used ; but it 
must be admitted that this country is rather poorly 
supplied with thermal waters, Bath and Buxton being 
brilliant exceptions, and there is no water containing 
carbon dioxide. 

Turning to the subject of muds, or peloids, as they 
are called in the new classification, there is plenty of 
peat and alluvial mud available, but there is no hot 
volcanic mud such as is found on the Continent. Another 
difficulty that the British spas have to contend with is 
that they are mostly residential towns, and the interests 
of the residents and of the medical men and hotel pro- 
prietors tend to be opposed. To have an up-to-date 
hydrological institution with medical baths it is necessary 
to spend money and so to increase the rates. This 
appeals to one section, but is not unnaturally opposed 
by the other. 


Post-Graduate Teaching in Hydrology 

Perhaps the main difficulty in the more widespread 
use of our natural resources at the seaside and inland 
lies in the lack of knowledge on the part of the average 
medical man in the locality as to what is possible with 
these newer methods of treatment and how to apply 
them. It should be the object of the Section in future 
years to remedy this deficiency. It would clearly be 
wrong to try and insert any teaching or examination on 
the special subject of medical hydrology into the under- 
graduate’s medical curriculum. Already the latter is 
too full, and with the advance of general medical know- 
ledge it is likely to become still more so. The best way 
would be to institute post-graduate teaching in this 
subject with a diploma at the end of the course. Many 
of the more specialized branches of medicine—for example, 
radiology—are served in this manner. Now would be a 
suitable time to introduce such a schemge, since the Uni- 
versity of London, with the assistance of the Government 
and the London County Council, is about to open a new 
post-graduate college. These authorities should be urged 
to add a voluntary course of instruction in climatology 
and medical hydrology to the curriculum. 


The Year Book of the Royal Society of Tropical Medi- 
cine and Hygiene contains the twenty-seventh annual 
report of the council, in which it is mentioned that the 
forthcoming volume of the Transactions will be seventy 
pages larger than its predecessor. An affiliation has bee: 
arranged with the Fellowship of Medicine whereby 
Fellows of the society are enabled to claim a_ useful 
reduction of fees for any of the Fellowship’s post-graduate 
lectures and demonstrations. It is expected that this 
will prove useful to any Fellows of the society who are 
home from abroad on leave, and to any others who are 
visitors to London and desirous of bringing up to date 
their knowledge of some branch of medicine or surgery. 
The debt on Manson House. is being decreased slowly. 
The Year Book also contains lists of Fellows alphabeticaily 
and geographically arranged, the accounts for the vear, 
lists of papers and short communications published in 
the Transactions, and a directory of officers of the society, 
including local secretaries throughout the world. 
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The combination of two encysted purulent effusions within 
one pleural sac is sufficiently rare to be worthy of record. 
In the case now to be reported two loculated empyemata 
occurred in the right chest, one in the right posterior sub- 
apical region, the other between the right side of the 
pericardium and the pericardial aspect of the right lung. 
The condition gave rise to considerable difficulty in 
diagnosis, even after an x-ray examination of the chest. 
The course of the case, which was stormy, is detailed 
below, but the patient eventually made a complete 
recovery. A series of antero-posterior radiograms illus- 
trates the progress of the condition. 


Case Report 


H. D., male, aged 45. The patient had been vaguely 
unwell for some two or three weeks, but able to continue 
work. His present illness commenced suddenly, and appeared 
to be a typical right-sided lobar pneumonia with physical 
signs in the right chest ; the temperature fell by lysis on the 
seventh and eighth days. Further elevations of temperature 
were then observed by his doctor, and he was first seen by 
one of us (S. J. H.) on the eighth day. The patient was ill 
and toxic. He had a temperature of 102° F. and a pulse rate 
of 120; there was dullness under the right scapula extending 
upwards towards the apex, while anteriorly dullness extended 
from the sternum outwards to the right for some 34 inches. 
The chest was explored posteriorly, and green pneumococcal 
pus was removed. A radiogram (Fig. 1 on Plate) showed two 
shadows in the right chest: the first, a subapical shadow, was 
considered to be a loculated empyema, but there was some 
doubt as to the nature of a second semicircular shadow 
extending outwards from the right mediastinum. The density 
of the second shadow was slightly greater than that of the 
apical collection ; the three facts, that there was no cardiac 
displacement, that the shadow was not in contact with the 
diaphragm, and that there was no corresponding convexity 
of the left side of the pericardium, suggested that the shadow 
was that of a mediastinal collection of pus. 

The subapical empyema was drained by the open method 
at the lowest point by resecting two inches of the fifth rib 
at the inner border of the scapula (L. N. P.). Only about 
3 oz. of pus were evacuated, but a further quantity drained 
in the succeeding twenty-four hours. A tube was inserted. 
It was decided not to operate upon the mediastinal empyema 
at this stage, but to await events : the condition of the 
patient did not af once warrant a further operation, especially 
as the procedure might not prove to be very simple. 

The patient continued with a leucocytosis of 18,000 to 
20,000, and a temperature above 100°. On the seventh 
day after operation his temperature was 101°, and he was 
very restless. Quite suddenly the cough became more pro- 
ductive and purulent ; during the next night the patient 
expectorated at least 3/4 pint of non-fetid yellow pus, and 
during the following day a rather smaller quantity, about 


1/4 pint being expectorated in a sudden paroxysm. A 
second radiogram was now taken (Fig. 2). The apical 


collection was shown to be draining satisfactorily, and the 
semicircular mediastinal shadow was considerably smaller 
and less dense. The zone of aerated lung between the two 
loculi was broader, These appearances confirmed us in our 
opinion that the mediastinal shadow was pus and not 
growth. 
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For the next five days the temperature ranged from 99° 
to 101°, but on the fifth day it fell to normal. On each 
of these days an occasional paroxysm of coughing occurred, 
with the production of profuse yellowish sputum. The 
general condition of the patient improved, and his mentality 
became clearer. During these five days he was given 
breathing exercises and inhalations of oxygen containing 
5 per cent. carbon dioxide, while postural assistance was 
attempted at the onset of each paroxysm. Pus continued 
to drain in small quantities through the tube. At the end | 
of this period the leucocytosis was reduced to 16,000, the 
patient was much better, and his nights were less disturbed, 
He continued to have, approximately every other day, 
a paroxysm of coughing, which on three occasions resulted 
in the production of about a third of a pint of pus; after 
this the sputum became much less, and the leucocytosis on 
the twenty-second day after operation was 9,800. A_ third 
radiogram was taken-.on the twenty-eighth day (Fig. 3), 
and it showed that the apical loculus was almost completely | 
drained and that the mediastinal shadow had shrunk to a 
narrow, almost invisible, strip. 


Discussion 
In the general textbooks the possibility of multiple 
loculi of pus in one pleural cavity is rarely mentioned, 
and even in textbooks devoted to thoracic diseases it 
Simultaneous empyema on both 
of course, within the experience 


receives scant notice. 
sides of the chest is, 
of most practising surgeons and physicians. We have 
not attempted a thorough search of the literature, but 
Mackey (1925) 


we may mention two recorded cases. | 
reported an instance of a patient who had a large | 
empyema in the left chest and two smaller empyemata | 
in the right chest, one being on the anterior surface and | 
one at the base ; recovery followed drainage of the left | 
and the right basal empyema and aspiration of the | 
anterior right empyema. Van Allen (1929) published a | 
case in which there were three loculi in the right chest— 
namely, at the apex, in the axillary region, and at the 
base, together with an empyema necessitatis pointing 
between the vertebral column and the vertebral border 
of the right scapula ; the three separate cavities and the 
subcutaneous collection were all drained through separate 
incisions and the patient recovered. 

In the case now reported the bacteriological examina- 
tion of the pus removed by aspiration showed a pneumo- 
coccal infection, and according to the clinical course and 
it was of lobar typ The left lung never 
appeared to be affected by any pneumonic process. It 
may therefore be assumed that the two empyema foci 
originated independently from separate extensions of the 


physical sign 


D 


pneumonia to the convex subapical pleurai surface and 
to the inner mediastinal pleural surface, the walling off 
of the two loculi being accomplished by the fibrinous 
pathology—that 
the empyema developed in relation to two peripheral 
The rarity of media- 
stinal empyema is largely due to the fixed state of the 


pneumonic reaction. The alternative 


lung abscesses—appears unlikely. 
mediastinal surfaces of the lungs resulting from the entry 
of the various structures composing their roots. The 
absence of cardiac displacement is interesting in view of 
the different theories held as to the cause of cardiac 
Although no lateral 
x-ray of the chest was taken it is probable that in this 
collection lay in the 


displacement 1n pulmonary diseases. 
case the mediastinum 
impression and the right surface of 
the pericardium, and therefore related only to the upper 
and middle lobes of the right lung. 

The shadow of the mediastinal empyema had a sharp 
crescent 


anterior 
between the cardiac 


outline, and although its density was greater 


than that of the apical collection, yet it was possible | 
the outline of the ribs through it, especially at | 
its most peripheral part. 


to see 


The possibility that the shadow 
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represented a pericardial collection of fluid was definitely 
eliminated by the absence of general pericardial enlarge- 
ment and by the existence of a zone of clear lung tissue 
between the inferior margin of the crescentic shadow 
and the right dome of the diaphragm. The question 
of mediastinal growth and of latent massive growth of 
the lung was considered. The regular sharp outline of 
the mediastinal shadow and its semi-trans!ucent outer 
half were the points against growth, but until the second 
radiogram showed a diminution of the shadow we felt 
we could not definitely eliminate growth on purely radio- 
logical grounds. For clinical reasons we felt more certain, 
as the presence of typical lobar pneumonia led us to 
believe that the shadow must be that of pus and not ot 


growth. Other possible diagnoses which were considered 
for the mediastinal shadow were dermoid cyst and 
the uncommon aneurysm of the descending thoracic 
aorta. 


The treatment of the mediastinal collection gave rise 
to much anxiety. The patient was too ill for drainage 
of both collections of pus to be attempted at the same 
time. The decision to wait several days before con- 
templating a second operation was based upon two 
considerations. 

First, the mediastinal abscess might increase in extent 
towards the anterior or posterior ends of the ribs, and in 
this position an operation for drainage would be easier. 
Secondly, the abscess might rupture into a_ bronchus 
and be followed by spontaneous recovery. The latter 
alternative was quite possible in view of the fairly close 
relation of the larger bronchi to the mediastinal surface 
of the lung. There was a definite risk of rupture of the 
abscess into the pericardium, with a sudden fatal catas- 
trophe, but it was hoped that the successful open drainage 
of the subapical collection would relieve acute tension 
within the thorax and prevent such a rupture. 


Summary 
A case of double pneumococcal empyema, right sub- 
apical and mediastinal, is reported, with serial antero- 
posterior radiograms showing the progress of the case to 
recovery. 
We desire to acknowledge our indebtedness to Dr. L. A, 
Rowden for the radiograms in this case. 
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The following international post-graduate courses have 
been arranged for 1935 by the Berlin Academy for Medical 
Post-Graduate Training: internal medicine, with special 
regard to gastro-intestinal ailments, March 4th to 9th— 
fee, RM. 40 ; disturbances of metabolism and of the glands 
of internal secretion, March 11th to 16th—fee, RM. 40, or, 
if taken with the earlier course, RM. 60 ; practical progress 
of x-ray diagnosis and therapy, particularly for internal 
ailments, March 18th to 24th—fee, RM. 70; special 
course in urology, March 25th to 30th—fee, RM. 70; 
occupation and sickness, with special consideration of 
expert opinion, April Ist to 8th—fee, RM. 40; special 
course for surgeons, April 29th to May 4th—fee, RM. 70; 
special courses in all branches of medicine, with bedside 
and laboratory practice, are held every month—fee, 
RM. 50 to 80 for eight lessons of two hours each.  Pro- 
grammes and further particulars are obtainable from the 
Academy, Berlin, N.W.7, Robert-Koch-Platz 7 (Kaiserin 
Friedrich-Haus). Foreign doctors receive a 25 per cent. 
reduction of fare on the Gérman railways (Reichsbahn). 
3y using ‘‘ registered marks "’ they can reduce the cost of 
sojourn, but for this purpose their home bank should be 
consulted before departing for the trip 
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Uveo-parotid tuberculosis is the name which has been 
suggested recently by Garland and Thomson! for that 
clinical syndrome—originally described by Heerfordt? in 
19099—which is characterized by inflammation of the uveal 
tract, enlargement of the parotid glands, and, in some 
cases, paralysis of cranial nerves, usually the facial. 
They published a review of forty-seven cases from the 
literature, inciuding the clinical and post-mortem appear- 
ances of one of their own. The conclusions they came to 
were that: (1) the condition was caused by ‘‘ tuberculosis 
of a particularly fibrosing and non-caseating type ’’ ; (2) it 
ran a chronic course with a well-marked tendency to 
spontaneous recovery ; and (3) when death occurred, which 
was rare, it was due to miliary tuberculosis. 
The same aetiological factor had been suspected pre- 

viously by Continental writers, and by Souter® and 

Dorrell* in this country. In the past, the condition had 

been referred to as ‘* febris uveo-parotidea subchronica ”’ 

(Heerfordt) or “* uveo-parotitic paralysis ’’ (MacBride),§ 

the latter because some cases presented symptoms of a 

polyneuritis. Most of the reports have appeared in 

Continental journals ; only a few in those of this country. 

As they have appeared mainly in ophthalmological 

journals Garland and Thomson suggested that the con- 

dition has not received widespread recognition. This is 

probably true. Since reading their paper. we have 

ourselves recognized and had under observation three 

examp!es of it. 


Case 1 


The patient, a married woman aged 35, was seen for the 
first time on March 25th, 1933, in the ophthalmological out- 
patient department, complaining that both eyes ached and 
that the vision of the right eye was blurred. 
had come cn gradually during the previous three weeks. The 
right eye showed a mild attack of iridocyclitis, some fine 
keratitis punctata being present. The fundus was normal. 
Three days later she developed a similar attack of iridecyclit\s 
in the left eve, and, in addition, swelling of the left paroti 
gland and a paresis of the left facial nerve. Her condition 
remained unchanged until May 2nd, when optic neuritis was 
found in both eyes, more marked in the left. About this 
time also the patient complained of difficulty in swallowing, 
dryness of the mouth and throat, and that when she swallowed 
liquids some returned through her nose. She was admitted 
to hospital on May 15th for further investigation. 

Apart trom one child who had suffered from tuberculous 
peritonitis, there was no history of tuberculosis in her family. 
She had never had any previous trouble with her eyes, or 
any affection of the ear, nose, or throat, and she had not 
lately been in contact with mumps. On going more closely 
into her history it appeared that she had been losing weight 
and sweating profusely at night for about twelve months. 
The patient was an intelligent woman, of good colour, weigh- 
ing 7 st. 8 lb. At the time of admission the iridocyclitis in 
both eyes showed signs of improving, but there was consider- 
able swelling of both optic disks. 
or tuberculous nodules were seen. 


These symptoms 


No haemorrhage, exudates, 

There was weakness of 
the muscles of the left side of the face, with some slight 
impairment in the movements of the soft palate. There was 


no affection of any other cranial nerves, neither was there 


any tremor or ataxia, nor any change in sensations or in the 
reflexes. There were no signs of disease in the lungs or 
cardiovascular system. The left parotid gland was uniformly 
enlarged, but painless. Her teeth were in good condition, 
with no evidence of disease on x-ray examination, and there 
were no abnormalities in the nose, throat, or ear. There were 
no palpable lymphatic glands, and the spleen was not felt. 
The temperature during three weeks under observation 
remained normal ; the urine was also normal. 

Special Investigation.—Blocd count: red cells, 5,116,000 per 
c.mm., haemoglobin, 92 per cent. ; colour index, 0.9 ; average 
diameter, 7.4 «; leucocytes, 4,375 per c.mm. ; polymorphs, 
51 per cent. ; lymphocytes, 31 per cent. ; mononuclears, 15 per 
cent. ; eosincphils, 2 per cent. ; basophils, 1 per cent. Wasser- 
mann reaction of blood, negative. Cerebro-spinal fluid: 
pressure 140 mm. of water, clear ; no coagulum on standing ; 
cells, 1 per c.mm. ; protein, 0.04 per cent. ; chlorides, 0.7 per 
cent. Lange test, negative ; Wassermann reaction, negative ; 
cultures, sterile. X-ray examination of skull revealed no 
abnormalities ; sinuses clear. The skiagram of the chest 
showed opacities in mediastinum, which were suggestive of 
enlarged lymphatic glands ; the lung fields were clear. Electro- 
cardiogram revealed no abnormalities. There was no evidence 
of salivary calculus on x-ray examination. Mantoux test, 
negative. 

Progress.—The facial paresis improved and disappeared in 
about four weeks. The parotitis also subsided in about the 
same period. The optic neuritis, however, persisted for five 
months. The patient was seen in April, 1934—that is, one 
year after the onset of her illness. Her general condition had 
improved, her weight had increased by two stone, and she 
had no night sweats. A little nodular thickening behind the 
angle of the jaw was the only evidence that there had been 
any affection of the parotid gland. There was no facial weak- 
ness present. The condition of the eyes was satisfactory, 
there being no sign of any active iridocyclitis and no evidence 
of optic neuritis or atrophy. Her vision, fields, etc., were 
normal. The x-ray examination of the chest revealed the 
remarkable fact that the mediastinal opacities previously noted 
had almost completely disappeared. 


Case 2 


A married woman, aged 54, was admitted to a surgical ward 
on July 7th, 1931, under the care of Mr. R. S. Lawson, 
with a history of swelling of both sides of the face, 
of eight weeks’ duration on the right, and seven weeks’ on 
the left; of weakness of the left side of the face for five 
weeks ; and inflammation of the left eye for three days. The 
facial paresis, which had come on suddenly and had tended 
to improve, involved the whole of the left side, including the 
eyelids. Both parotid glands were found to be uniformly 
efilarged and painless, and both eyes showed signs of iritis, 
Ahe fundi being normal. There was nothing of note in her 


Y family history, and apart from a chronic cough, of which 


she had complained for some years, she had not suffered 
from any illness. She had not been in contact with mumps 
or any other infectious disease. There were no abnormal 
signs in the cardiovascular system. The skiagram of the chest 
revealed markedly exaggerated root shadows on both sides, 
with much undue mottling in the upper and middle zones, 
especially on the right side. Portions of each parotid gland 
were removed for microscopical section, and in both were 
demonstrated areas of chronic inflammation with numerous 
endothelial cells and giant cells—the whole picture typical of 
a tuberculous lesion. Tubercle bacilli were demonstrated. The 
patient remained in hospital for three weeks. During that 
time there was a gradual improvement: in the condition of 
the face, and the parotitis subsided to a considerable degree. 
There was no pyrexia. 

Following her discharge from hospital, she was not seen 
again until September, 1933, when she was readmitted for 
further examination. There were no visible swellings of the 
parotid glands, and all that could be felt was a nodular 
thickening behind the angle of each jaw. Her general con- 
dition, however, had deteriorated, her cough had become more 
troublesome, and she had lost weight. There were signs of 


old iritis, with posterior synechiae, and deposits on the anterior 
surface of the lenses in both eyes. 


In addition, there were 
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humerous opacities in the vitreous of each eye, but the fundi 
appeared normal. A little weakness of the left side of the face 
was still present ; this was the only abnormality in the central 
nervous system. There was a slight impairment of the per- 
cussion note over the right apex with harsh breath sounds ; 


a few rhonchi were scattered throughout both lungs. The 
skiagram of the chest showed very little change from the 
previous one. The cardiovascular system was normal, and 
there were no changes in the electrocardiogram. The urine 


was normal. The blood count gave the following figures: 
red 5,249,000 per c.mm.; haemoglobin, 95 per cent. ; 
large mononuclears, 4 per cent. ; eosinophils, 3 per cent. The 
blood Wassermann was negative, and the Mantoux 
test positive. There were no abnormalities in the ear, nose, 
or throat, and the teeth were in gcod condition. 

The patient has been seen at regular intervals until the 


cells, 


reaction 


present time. Slight ciliary injection of both eyes has occa- 
sionally been noted, but there has been no return of the acute 
iritis. Her general condition has not been satisfactory, her 


cough still remaining troublesome and the radiological appear- 
ances in the chest having become more marked, particularly 
in the right lung. There is no doubt that she is suffering 
from chronic pulmonary tuberculosis of the fibroid type. 


Case 3 


A married woman, aged 41, was seen originally on August 
27th, 1927, when she complained of a ‘‘ mist over both eyes ”’ 
for weeks. Iridocyclitis, with posterior synechiae and 
keratitis punctata, was present in both eyes, the right being the 
more affected. swelling of the left parotid 
gland appeared, and was followed in a few facial 


three 


Four weeks later a 
days by 


paralysis on the same side. There were no other signs ot 
disease of the nervous system. The parotitis subsided in a 


The iridocyclitis 
progressed, particularly in the left eye, where the pupillary 
area gradually filled up with exudate, and in the course of 


few weeks, but the facial paralysis persisted. 


the following year became opaque. The right eye at this 
time showed extensive posterior synechiae. The blood 
Wassermann reaction was negative. There were no physical 
signs in the chest, but the radiological examination revealed 
evidence of chronic pleurisy on the right side. Her cardio- 


There abnormalities 
in the ear, or throat, and her teeth were in good con- 
dition. The only noteworthy fact in her family history was 
that her mother had died from pulmonary tuberculosis. The 
patient has remained under observation until the present time. 
Her general health and there 
alteration in the condition of her eyes. 


vascular system was normal. were no 


nose, 


has been good, has been no 


Discussion 


Manifestations of uveitis, preceded or followed by signs 
of parotitis in a short space of time, occurred in these 
three, as in all the reported cases of uveo-parotid tuber- 
culosis. Each group of symptoms developed rapidly at the 
onset, but whereas the eye changes tended to persist, the 
parotitis subsided quickly and did not recur. The facial 
paresis, of a lower motor neurone type, was probably a 
consequence of the inflammation in the parotid gland. 
This was strongly suggested by the fact that it appeared 
soon after the parotitis in each case, and in the two cases 
in which the latter was unilateral the paresis was on the 
same side. 

The optic neuritis, dysphagia, and regurgitation of fluids 
through the nose which were seen in Case 1 were symp- 
toms of a different causation. They have been noted 
n previous reports ; optic neuritis and dysphagia were 
present in Heerfordt’s original cases. We regard them as 
neuritis. Dysphagia has been said 
to be the result of dryness of the mouth and throat from 
lack of salivary secretion. That the latter might be a 


evidence of a toxic 


factor in its causation cannot be denied, but when it 
coexists with regurgitation of fluids through the nose, 


paresis of the pharyngeal muscles is probably a more 
potent cause, 


Widespread affection of the nervous system 
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in association with the syndrome has been reported by 
MacBride,*® in a woman of 43, with double parotitis, 
iridocyclitis, paresis of the face, legs, and arms, dysphagia, 
and some deafness. Feiling and Viner® also reported a 
case in which there was an absence of knee- and ankle. 
jerks, and paraesthesia. Pyrexia, which is said to occur 
in about half the cases in the early stages of the syndrome, 
was absent during the pericd ours were under observation, 

Garland and Thomson put forward strong evidence to 
show that tuberculosis was the main aetiological factor jn 
this syndrome of uveitis and parotitis. As far as oy, 
cases are concerned, Case 2 was the only one in which 
a tuberculous infection was definitely proved. 

In Case 1 the aetiology was not so clear. After a period 
of twelve months of indifferent health, with night sweats 
and loss of weight, the syndrome appeared, and at the 
same time radiological evidence of mediastinal adenitis 
was found. It is important to determine whether the 
adenitis was present before, and was, in fact, the focus 
of infection giving rise to the syndrome, or whether it 
developed with, and as part of, the condition. Its dis- 
appearance was coincident with the general improvement 
in the patient. The prodromal symptoms, for which no 
other cause was discovered, can be explained by its 
presence. Further, we have not found in the literature 
a single report in which adenitis developed concurrently 
with uveitis and parotitis. We are therefore of the 
opinion that it was the responsible agent in the case. 


The question then arises as to its pathology. Was it 
tuberculous? Here again it is impossible to give a 


categorical answer. There were no signs of disease in 
the lungs, and the tuberculin test was negative. Too 
much reliance, however, cannot be placed on the latter 
test, because, as d’Arcy Hart’ has pointed out, a negative 
finding cannot be relied upon to exclude a_ tuberculous 
infection. The character of the early symptoms and the 
subsequent course of the illness are very suggestive of a 
tuberculous adenitis. 

In Case 3 the evidence was 
the family history and the x-ray 
point to a tuberculous origin. 

As we have already stated, when death occurs it is due 
to miliary tuberculosis. This statement is based on the 
only three necropsies recorded. An interesting feature of 
two of these, Souter’s and Garland and Thomson’s, was 
the presence of tuberculosis of the cardiac musculature. 
We were unable to demonstrate by clinical or electro- 
cardiographic investigation any such involvement in our 
patients. 


admittedly meagre, but 
examination of the chest 


Summary 


Three cases of uveo-parotid tuberculosis are recorded. 
In the first, uveitis and unilateral parotitis were accom- 
panied by facial paresis, optic neuritis, dysphagia, and 
palatal paresis. Mediastinal adenitis, probably tubercu- 
lous in nature, was demonstrated. In Case 2 uveitis 
and bilateral parotitis, and _ left-sided facial paresis 
occurred. A biopsy of the parotid gland gave definite 
evidence of tuberculosis, and there was also evidence of 
the same infection in the lungs. The third case showed 
extensive uveitis in both eyes, leading to blindness im 
one, unilateral parotitis, and facial paresis ; there was 
a family history of tuberculosis and radiographical evidence 
of chronic pleurisy. 
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CLINICAL DIAGNOSIS OF WHOOPING- 
COUGH WITHOUT THE WHOOP 


P. R. EVANS, B.Sc., M.B., Cu.B. 


Whooping-cough is a socially important disease, killing 
more children in this country than scarlet fever and 
diphtheria together.’ Its diagnosis, like that of pregnancy, 
is difficult in the early stages, and obvious to the house- 


hold in the late. It is made obvious by the onset of 
whooping. Earlier diagnosis is important, affecting as it 


does the treatment of the child, the prevention of yet 
further spread of the infection, and the reputation of 
the practitioner. 

Two laboratory methods may be of great help in early 
diagnosis: (1) an absolute and relative lymphocytosis is 
usually present (Kolmer,* Crombie"), and (2) the bacillus 
of Bordet and Gengou may be isolated in the catarrhal 
stage of the malady. The former takes too much time in 
a busy hospital out-patient or- general practice ; the 
latter, the efficiency of which has been shown by Madsen 
in Denmark, and Gardner and Leslie* in this country, 
should be of considerable value, but facilities for its 
performance are few and far between. Agglutinins are 
fugitive and inconstant in the blood ; complement fixation 
develops too late ; skin tests are controversial ; while the 
discovery of specific radiological changes is a skilled and 
expensive procedure.® So one is, in the end, generally 
driven back to clinical methods. 

Of 156 cases in which there was finally no doubt of the 
diagnosis, personally seen at the Hospital for Sick Children, 
Great Ormond Street, from May to the middle of October, 
1934, fifty-six had not whooped at their first appearance. 
The account of the symptoms given here results from the 
study of these latter cases. For the sake of convenience 
the number of children having any symptom is expressed 
as a percentage of those in whom the particular feature 
was investigated, despite the false impression of precision 
it gives in a small series. The average duration of the 
cough in the cases considered was just under two and 
a half weeks ; all except one were in the paroxysmal stage. 


Symptomatology 

Whooping-cough may appear at any season of the year, 
but is probably commonest in the spring and autumn. 
It starts like a common cold, with catarrh of the nose 
and eyes, and slight fever ; at this stage it cannot be 
diagnosed clinically. But a common cold dies away, the 
catarrh of pertussis persists a while, and a short, dry 
cough appears. If there has been contact w:th a case 
one’s suspicions are aroused, as one finds the cough 
becoming increasingly severe, and, to a more or less extent, 
paroxysmal. 

Age and History of Contact.—The age of the child is 
significant. In Luttinger’s 10,000 cases 80 per cent. were 
less than 6 years old. The ma'tady may appear at any 
age, but is definitely uncommon below 3 months or over 
7 years. In this series the ages were: 


Under 1 year 15 per cent. | 5-6 years 18 per cent. 


The large proportion of cases less than 1 year old is 
to be expected, for many babies do not whoop through- 


out the whole of the attack. The slight difference in 
incidence between the sexes is of no value in any one 
case. A history of contact with another case is often 


helpful, for its frequency naturally varies in different 
groups of cases. In this group it reached the high figure 
of 74 per cent. 
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The Cough.—This is paroxysmal, increasing crescendo 
to the great d’stress of the child and the mother, who 
notices that the face is red and puffy (81 per cent.), 
particu'arly under the eyes. Before whooping actually 
occurs the child may be said to ‘‘ catch its breath ”’ 
after the paroxysm. The cough is hard, and those who 
witness the attack say that the child ‘‘ cannot bring 
anything up.’’ Nevertheless, careful inquiry usually 
elicits the fact that some sputum is coughed up and 
ejected by the child, with or without the aid of the 
mother’s finger (70 per cent.). This is a valuable sign— 
a young child who coughs and spits has whooping-cough 
or frank bronchiectasis. It is of more frequent occurrence 
in older children than younger ; the average age of those 
who produced sputum was 4.3 years, compared with 3.4 
years for the whole series. It does, nevertheless, occur 
in babies as young as 3 months. The sputum is whitish 
in the early stages ; in later cases with bronchitis it may 
be yellow. A. classical feature of pertussis is that the 
violence of the cough excites vomiting. This is com- 
moner in later cases, but often occurs before whooping 
(56 per cent.). It occurs at any age, the youngest in 
this series being 3 months and the oldest 9 years. It is 
an important cause of the wasting which is obvious in 
severe cases, but this is not of early diagnostic significance. 
Typically, the cough is worse at night (77 per cent.), and 
is a common temporary cause of insomnia in children 
and their parents. In a few cases (19 per cent.) 
it is equally bad in the day and in the night; in 
fewer still (4 per cent.) it is most troublesome in the 
daytime. 

Other Symptoms.—A ppetite. This is usually (69 per 
cent.) retained at first (though the onset of most acute 
illnesses in children is accompanied by anorexia), but it 
may be lost as the disease progresses. Haemorrhage. This 
is a feature of few cases (under 20 per cent.). Occasion- 
ally there may be a visible subconjunctival haemorrhage, 
but the two common types are epistaxis and haemoptysis. 
The latter is rather more common. About a third of 
these cases have frenal ulceration, and the blood probably 
comes from the ulcer. Others have not, but there seems 
no reason to assume that the lung is the source ; the small 
necrotic lesion in the larynx is probably responsible. On 
examination of the child one may be struck at once by 
the well-marked puffiness of the face (7 per cent.) even 
between paroxysms. But most cases do-not present this 
till later. 

The Frenal Ulcer.—The search for th's (18 per cent.) 
should never be omitted. It is simple, and may clinch 
a doubtful diagnosis. It occurs in no other acute illness, 
and is thus practically pathognomonic. It is small, 
between 1 and 3 mm. long, oval, with its long axis in 
the line of the frenum ; grey-white in colour ; painful at 
first, later painless ; it occurs at any age, and not only, 
as is usually stated, in young children whose incisor teeth 
are particularly sharp. I have seen it in a baby of 10 
weeks and in a girl 9 years old. It is presumably caused 
by the fretting of the frenum on the lower central incisor 
teeth when the tongue is protruded in a paroxysm ; 
occasionally there is no ulcer, but a small, oval, grey-white 
area of raised epithelium. 

Throat and Lungs.—Examination of the throat is of 
itse!f not helpful. Some faucial congestion is common, 
and many town children have inflamed tonsils. But it 
is useful in a doubtful case, for when the history is 
indefinite one may often elicit an unmistakable paroxysm 
by touching a tonsil with the spatula (17 per cent.). 
Absence of pulmonary signs which might explain the 
cough is a frequent (74 per cent.) and useful finding in 
these early cases. Signs of bronchitis are usually limited 
to an occasional rhonchus, but the presence of many 
rhonchi and rales does not invalidate the diagnosis. 
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Summary 


The diagnosis may be made on the 


To recapitulate. 
7 vears old who 


history, in a child probably less than 7 
has not previously had whooping-cough, of a common 
cold that did not clear up but progressed steadily with 
the development of a dry cough, becoming paroxysmal ; 
and at least one of the following points: a history of 
contact with a definite case ; obvious 
cause of cough in the throat and lungs ; a cough worse 
during the night than the day ; sputum coughed up and 
not all swallowed ; cough followed by vomiting ; frenal 
ulceration ; an unmistakable paroxysm during examina- 
ton. Confirmatory points are: a red and puffy face ; 
haemoptysis, epistaxis, or subconjunctival haemorrhage ; 
absence of anorexia. 

Skill is not required to elicit these points, and the 
difficulty lies in correct summing up of the relative im- 
portance of their presence or absence. It is hoped that 
the figures and the rather disjointed remarks in this paper 
will help in the diagnosis of pertussis before the onset of 


absence of any 


whooping betrays the condition to all who have ears 
to hear. 
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Clinical Memoranda 


HEREDITARY SYNDACTYLISM AND POLY- 
DACTYLISM DESCRIPTIVE OF RECENT 
ADDITIONS TO PEDIGREE 
(With Special Plate) 


In 1915 I published in the Journal of Genetics a pedigree 
and description of a family showing syndactylism and 
polydactylism transmitted through five generations. This 
article, with a description of further additions to the 
family up to August, 1926, was republished in Observa- 
tions on Human Heredity in 1928. 


Altogether sixty-four descendants of the original affected 
parent, who was born about the beginning of the nineteenth 
century, chart, and of these 
unaffected, and four 
During the past eighi years—that is, since August, 
1926—thirteen additions from five families have been made to 
the Warrington branch of the original family. Eight of these 
have come from two families of unaffected parents, five from 
three families parent. As the condition 
does not appear in families with unaffected parents, the eight 


were shown on pedigre¢ 


twenty-seven were affected, thirty-three 


doubtful. 


with one affected 


do not require consideration here ; but of the five an only 
child, a male is normal—the offspring of afircted IV 6 
male and one female is normal, the offspring of affected 
IV 8 (femal now dead 

In the pedigree chart published it will be seen that IV 8 
had three other unaffected children, so that she had altogether 
four unaffected otfspring, although she herself had both 


syndactyly and polydactyly in the right hand and both feet. 

IV 6 and IV 8 are small, and it is likely 
that had they been more numerous, affected offspring wouid 
—affected III 2—had 


whom eight were affected. 


These families of 
have appeared. Their mother eventeen 
children, of w! 

IV 16 
hands, and to 
It is remarkable that this should 
IV 16, had the 
abnormality of all the affected members of the 
her case the limited to 
third and fourth digits of the 


But the most interesting are the three offspring of 
(female), who are all markedly affected in the 
slighter degree in the feet 


be so se the mother herself, slightest 
family. In 
abnormality was webbing of the 


right hand without any bonv 


Her husband is free from any abnor 


abnormality whatever. 
mality of 
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aged 43; W. (male), aged 24; and B. (female), aged 1h. 
Skiagrams show the following conditions. 

J.—Right hand: webbing of third and fourth digits ; dupli- 
cation of terminal phalanx of third digit, which is fused with 
the terminal phalanx of fourth digit. Left hand: six digits, 
third, fourth, and fifth webbed ; fusion of ends of the proximal] 
phalanges of third and fourth digits. Left foot: fifth digit is 
broad, with broad nail, and is partially webbed to fourth 
digit. Right foot: normal. 

W.—Right hand: six digits—third, fourth, and fifth 
webbed ; fusion of third and fourth metacarpal bones. Left 
hand: similar condition to right hand. Left foot: fifth digit 
is broad, with double nail Right foot: normal. 

B.—Right hand: six digits—third, fourth, and fifth 
webbed ; fusion of proximal phalanges of third and_ fourth 
digits. Left hand: six digits—third, fourth, and fifth 
webbed ; fusion of third and fourth metacarpal bones. Feet 
normal. 

DIscUSSION 


Apart from the main feature—the persistence of the 
abnermality through five generations—there the 
specially interesting point that, while the mother is but 
slightly affected, her children have abnormalities of the 
digits in an augmented form. Evidently somatic mani- 
festation does not indicate the intensity of the hereditary 
factor present in the germ cells. 

As to the nature of the hereditary factor, it might be 
inferred from the extent and variability of the abnor- 
mality that this was related to Spemann’s embryonic 
regulators of organic growth. The hand, and to a lesser 
degree the foot, are among the most complex anatomical 
structures in the body, and it would seem that in this 
family a gene *carrying a_ hyperactive organizer ” 
was transmitted through the generations, producing a 
dominant character of either a complete or partial extra 
digit in the hands and feet, with correlated changes in 
the skin and soft tissues. 

The variable dominance shown in this family waxing 
and waning through the generations is a feature which 
is hardly likely to be confined to it, or to abnormalities 
of the hands and feet, and its presence in other hereditary 
or supposed hereditary conditions should be borne in 
mind. 


Il am greatly indebted to Dr. Edward Fox of Warrington for 
the x-ray photographs. 


J. S. Manson, M.D. 


Warrington. 


RODENT ULCER IN THE YOUNG 

Rodent ulcer is generally regarded as a disease of old 
age. Most textbooks on diseases of the skin so describe 
it, and rather ignore the possibility of its occurrence in 
the young. So far as I am aware the only book in which 
the occurrence in young people is stressed is Sir Norman 
Walker’s Introduction to Devimatology, where a table is 
given showing the occurrence of rodent ulcer at different 
ages, many being in young people. 

The following cases came under my notice at the Royal 
Infirmary, Edinburgh. 


| 


hands and feet. The children are J. 


(female), 


aged 15, first attended in January, 1933, with a 
i threepenny-piece on the tip 


of his nose. The condition had been present for more than 


rodent ulcer about the size of 


a year. The appearance of the rodent ulcer was typical, with 
the rolled edge and depressed centre. A piece was excised 
for microscopical examination and the diagnosis confirmed. 
G. H., aged 25, was first seen in May, 1934, with a redent 
ulcer on the left ala nasi. 
present for 


It was about the size of a sixpence, 
and had several The patient was 
quite definite that he had had the lesion when he was Vii 
the size then being about half what it was when he first 
attended the Royal Infirmary. As the condition must have 
been present for more than a year before that, it brings the 
age of onset to about 15, and approximates it to that of the 
preceding case. Biopsy confirmed the diagnosis in this case 


been years. 


also. 


: | 
j 
| 
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These cases are of interest as showing how, in young 
people, rodent ulcers may occur. If slavish attention 
were paid to the dictum that rodent ulcer is a disease 
of the middle-aged or elderly, such cases would be over- 
looked till so much destruction of tissue occurred that 
disfigurement would be great, even though the malignant 
process were cured. In the second case there is a definite 
depressed scar, though the condition is clinically cured. 
The first patient, having sought advice early, has given 
a better cosmetic result, it being hardly possible to detect 
the position of the original disease. 


Rosert AITKEN, M.D., F.R.C.P.Eb., 
Physician in Charge, Skin Department, 
Royal Infirmary, Edinburgh. 


PARALYSIS FOLLOWING MERCUROCHROME 
INJECTIONS 

Intravenous mercurochrome injections may be followed 
by severe or mild reactions. These latter are for the 
most part due to the mercury content of the drug ; 
their severity depends on the state of the patient, and 
the dosage, strength, and brand of mercurochrome used. 
There is a lack of uniformity in the various makes ot 
commercial mercurochrome. The commoner reactions 
observed are swnilar to those seen in acute mercurial 
poisoning—namely, a metallic taste in the mouth, 
abdominal pain, vomiting, tenesmus, and ccpious diar- 
rhoea with pink ejections. If the administration is con- 
tinued over a longer period the signs of chronic mercurial 
poisoning appear; salivation, swelling of the mouth and 
gums, and albuminuria are not uncommon. Puerperal 
septicaemia is perhaps the disease for which these injec- 
tions are most commonly used. I record below two cases 
of this condition treated by mercurochrome injections, 
and followed by drop-foot and wrist-drop, which were, 
in my opinion, a direct result of this treatment. 


Case 1.—A primipara was admitted to hospital on August 
6th, 1933, and contined the following day; it was a low 
forceps delivery. The patient had a rigor on the 9th, and 
on the blood taken for culture showed the presence of 
a haemolytic streptococcus. Twenty c.cm. of 0.4 per cent. 
mercurochrome was injected intravenously on August 9th, 
and repeated on the 12th, 14th, and 18th—a total of 80 c.cm. 
mercurochrome. Other, treatment given consisted of the 
intravenous injection of polyvalent antistreptococcus serum, 
low vaginal douches, and the administration of stimulants. 
On August 20th she complained of numbness and pains in the 
right ankle ; two days later the ankle was anaesthetic, the 
leg showed severe muscle wasting, and the foot was dropped. 
Stomatitis and diarrhoea were also present. The ankle was 
massaged, and radiant heat and a splint applied. There was 
no improvement, and the limb was put at rest by applyifg 
a plaster-of-Paris case to the right leg and ankle on November 
16th. The patient was discharged from hospital with the 
limb in plaster on January Ist, 1934. Two months later the 
plaster was removed, and electrical treatment and massage 
given. At the present time the patient is able to move her 
ankle, and she can walk fairly well. 

Case 2.—The patient, aged 30, was admitted on April 10th, 
1934. She had had a three months miscarriage at home on 
March 31st. She was very ill, with a temperature of 105° F. 
She had a left phlegmasia alba dolens, but blood culture was 
negative. On April 12th she had a rigor, and the following 
day was given 20 c.cm. of 0.4 per cent. mercurochrome in- 
travenously ; no reaction was observed at the time of injectioz. 
Other treatment given consisted of the intramuscular injec- 
tion of scarlet fever streptococcus antitoxin. On April 14th 
there was complete left wrist-drop, never recovered, 
as the patient died next day. 


With 


which 


It is unlikely that the paralysis could be explained by 
the action of serum, by the septicaemia itself, or, in the 
first case, by the forceps delivery. 


Peripheral neuritis, 
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due to the mercurochrome, would be a more probable 
explanation. The solutions used were freshly prepared 
from mercurochrome scales. The action of mercurochrome 
is cumulative,’ and repeated injections lead to a concentra- 
tion of mercury toxic to the nervous system. This would 
be an explanation in the first case. A similar explanation 
does not hold in the second case, where only one injection 
was given before the paralysis developed. It has been 
shown that mercurochrome has an extremely toxic effect 
on the nervous system.* The onset of the paralysis so 
soon after the injection suggests that the paralysis was 
due to the toxicity of the drug itself: solutions intended 
for intravenous injection should be made up from 
mercurochrome which has been shown suitable for intra- 
venous therapy. Several manufacturers now insist that 
it should be chemically correct in respect of total per- 
centage of mercury, bromine, and dye,’ and that toxicity 
tests on mice should be done to ensure a product with 
the minimum variation in toxicity.* 


Stockport. More, M.D.Ed. 
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CASTOR OIL VAPOUR AS A PURGATIVE 


The statement that ‘‘ castor oil will purge even when 
rubbed into the skin ’’ occurs in Sir William Hale-White’s 
Materia Medica. It is one of those sentences which may 
well remain impressed on the memory of the student, 
although he may never see an example of its practical 
application. Among the methods of administering purga- 
tives described in the various textbooks inhalation is not 
mentioned, so far as I have seen. Yet that this mode of 
administering castor oil proves effective is indicated by 
two examples. 

A pilot during the Great War suffered from mild chronic 
constipation which necessitated periodic laxative treatment. 
He was flying ‘‘ pusher ’’ planes, in which the engine was 
behind the pilot and observer. Later, he changed to aero- 
planes with rotary engines. These engines were at the front 
of the machine, and used pure castor oil as a lubricant. The 
smell of castor oil was prominent in the fumes which he perforce 
had to inhale. He noticed that during the period when he 
flew these latter machines he never required to take any 
laxative medicine, but, when he gave up flying, his old con- 
stipation returned. Apart from this case, it was quite gener- 
ally known among observant flying officers that the fumes 
from rotary engines kept the bowels open. 

A striking case came to my notice recently. A mountaineer 
treated two pairs of climbing boots with castor oil in the 
bedroom of his hotel. On retiring for the night he again 
lavishly spread over the boots a layer of oil, the odour of 
which filled the room. Next morning the slightly nauseating 
odour was still noticeable in the room, and the owner of 
the boots found the purgative effect so marked that his bowels 
were opened three times in the course of the morning ;- he 
noticed, moreover, that there was no griping effect. 


It seems justifiable from these examples to conclude 
that the prolonged inhalation of the vapour of castor oil 
produces a purgative effect ; although Cushny states that 
‘only volatile drugs can be used thus for their general 
action,’’ Sollmann writes that ‘‘ this method is used only 
for gaseous medicines, such as anaesthetics or oxygen,”’ 
and other authorities generally concur regarding inhalation, 


G. GRAHAM MacpHeEE, M.A., M.D., 


Liverpool. ‘Ch.B., L.D.S. 
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Reviews 


RADIUM AND CANCER 


All who are interected in the scientific development of 
radium therapy in this country owe a debt of gratitude 
to Mr. H. S. Sourtar fer his admirably written mono- 
graph on Radium and Cancer.' In one way, certainly, 
it is a remarkable book, since, though written by one who 
fewer than 


clinician, it devotes no 


(excluding appendices) to a 


is professionally a 
143 out of its 340 
comprehensive account of the physical principles involved. 
The neglect of a due appreciation of the paramount 
importance of physics in this connexion has often been 
a reproach to radium surgery in England. Mr. Souttar 
shows in his book what at any rate in his opinion forms 
the fundamental this very important subject. 
It is not given to every surgeon to be at once a mathe- 
matician and a physicist ; but it is incumbent on all who 
practise or intend to practise radiotherapy that they 
should have a clear idea of the fundamental principles of 
the subject. In this book the amount of physical know- 
ledge which its author displays is perhaps a little in 
excess of that which most can hope to attain ; it repre- 
sents, however, an ideal which has long been recognized 
in certain Continental and American schoo!s. An account 
of x rays was necessary, in order to make the physics 
of radium understandable: its inclusion here, in con- 
siderable detail, may serve to emphasize the absolute 
intimate of x rays and 
radium in therapy. It is now universally admitted that 
an up-to-date high-voltage department is an 
indispensable part of any department for the practice of 
efficient radium therapy. Incidentally, a glance at the 
first chapters of this book will show the importance 
of having a trained physicist—medically qualified or 
otherwise—as a colleague upon the staff of a hospital 
practising these methods of treatment. The physical side 
is treated in such great detail that it would have been 
interesting had we been given some account of the most 
modern theories of the structure of the atomic nucleus, 
and of the nature of the neutron as well as of some more 
speculative nuclear elements. But perhaps the author is 
wise in not venturing upon an attempt to keep pace with 
these rapidly moving and changing hypotheces. 

The section on the biological action of radiations is 
disappointing, especially when compared with the physical 
section. A vast amount of work has been upon 
the chemical action of the rays, and also upon the various 
structural elements which go to make up an ordinary 
animal cell. Not only the cell nucleus, but the cytoplasm, 
cytoplasmic inclusions, and the cell membranes and 
nuclear membranes are profoundly influenced by exposure 


pages 


basis. of 


necessity for the association 


done 


to radiation. In one passage, where reference is made to 
the work of Cramer upon the subject of the production 
of immunity in malignant disease, the author seems to 
have lost sight of the fact that Cramer’s work cannot be 
considered as in any way conclusive upon the therapeutic 
aspects of the subject, since his experiments were carried 
out by subjecting tumours to intensive 8 radiation, whereas 
in the radiotherapeutic treatment of new growths highly 
screened y rays and x rays of short wave-length are 
employed. 

We have dwelt at length upon the more purely scientific 
aspects of this work, since it is almost, if not quite, 
alone among books written by clinicians in this country 
in which scientific principles receive anything like the 
prominence to which they are indubitably entitled. Of 
the clinical section there is comparatively little that calls 
$y H. S. Souttar, D.M., 
Ltd, 1934. (Pp. 387; 
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London: W. Heinemann 
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to a greater or less extent the methods of 
radium therapy in different sites are becoming more or 
less settled along the lines suited to the special require. 
One or two points, 
however, seem to need comment. On page 234 we read, 
with reference to rodent ulcers: ‘‘ The best 
obtained with relatively light screenage, the cauterizing 
action of the beta rays being apparently in this case an 
advantage.’’ A good many workers will, we think, be 
inclined not to endorse this Light screenage 
certainly has the advantage of allowing a short time for 
the application: but it is by no matter of 
agreement that the results are as permanent in the long 
run as those obtained with prolonged exposures to more 
highly screened radiation. On page 322 the figures illus- 
trating the Stockholm and Institut Curie (Nos. II and IV) 
methods of treatment of carcinoma of the cervix surely 
do not represent accurately the methods specified. 

As we have already said, it is an excellent sign that 
one who is primarily interested in clinical work should 
stress so emphatically the need for an adequate ground- 
work of physical knowledge and of scientific collaboration, 
We cannot all be mathematicians or physicists ; but each 
of us can further the best interests ofthis or her patients 
and the cause of truly scientific work by recommending 
patients only to those institutions where there is an 
efficient high-voltage x-ray department working in 
collaboration with the radium department and also the 
closest collaboration between the purely scientific and the 
therapeutic departments. Mr. Souttar has rendered in- 
valuable service to the subject of which he is ¢o dis- 
tinguished and so clear an exponent. 
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THE NEUROTIC AND HIS FRIENDS 

It has been said, ‘‘ Happy is the home which does not 
harbour a neurotic.’’ Nowadays—and this is one of the 
problems of modern life—an_ increasing 
number of harbour one or more neurotics. For 
most people everyday life is largely composed of dealing 
with other people in various states of neurosis. The 
problem may not be altogether a new one, but it has 
only lately come to the fore, and there is as yet very 
little mechanism for helping the ordinary lay person or 
general practitioner to understand what attitude he should 
adopt towards a neurotic and how he should behave. Of 
the making of books on psychotherapy there is no end, 
but comparatively few of these are at all intellig.sble to 
anyone but a specialist. Various attempts have 
made in recent years to explain neurosis to the ordinary 
person, but hardly any of them have been successful. 
For the layman a book on neurosis must be short, it must 
be written in plain language, and, most important of all, 
it must be expressed from the standpoint of the ordinary 
man and not from that of a psychotherapist, or even of 
a doctor. It is very difficult for a physician or general 
practitioner, and still more perhaps for a psychotherap‘st, 
to look on a medical subject with the eyes of a layman. 

Dr. R. G. Gorpon, in attempting this task,? has 
attained a notable success. He starts by inquiring, What 
is a neurotic? and shows the of the breed to 
be a person whose mental and physical processes do not 
function in a harmonious way. He takes the optimistic 
view that, even if the patient is so bad that he cannot 
possibly be cured, at any rate proper treatment will 
improve him and make him much less of a pest to his 
friends and relations. Pointing out that the way to go 
to work is to understand, and to get the patient to 
understand, how and when he began to adopt a wrong 
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* The Neurotic and His Friends 3y R. G. Gorden, M.D., D.Sc., 
F.R.C.P.Ed. London: Methuen and Co. Ltd. 1934. (Pp. 87. 
2s. 6d. net.) 
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attitude towards life, he examines the various crises 
of life, from birth to the menopause, and shows how 
and why the neurotic may fail at each of them. After 
a study of types of neurotic reaction he deals very 
acutely and fairly with the misconceptions of the public, 
most of which are fairly familiar, but few of which have 
ever been adequately answered. His last chapter, entitled 
‘Help for the Sufferer,’’ distinguishes his book from 
almost any other of the kind that has appeared. 

The chief feature of psychotherapeutic literature, both 
for the medical profession and for the laity, is its un- 
fortunate absence of constructive suggestion. Dr. Gordon 
is revolutionary enough to tell his readers what and what 
not to do. He bids the neurotic’s friends remember that 
gratuitous advice is neither appreciated nor helpful. They 
should, he says, let the neurotic talk and pour out his 
troubles and not interfere until he has finished. The next 
rule—a hard one—is to preserve the strictest confidence 
in anything learnt from a neurotic. The friend, more- 
over, must never criticize implicitly or explicitly during 
the narrative ; in all circumstances he must maintain the 
neurctic’s self-respect, and never assume an attitude of 
superiority, or indeed allow himself to feel superior. He 
must avoid variations in his own emotional attitude 
towards the neurotic, and lastly he must never tell the 
sufferer to pull himself together unless he has some 
definite idea how this should be done. These valuable 
suggestions postulate a friend with very exceptional 
qualities of sympathy and sanity. Perhaps the severest 
criticism that could be levelled against Dr. Gordon’s book 
is to suggest that the neurotic from his very nature rarely 
has friends who are capable of following Dr. Gordon's 
wise advice. If he has, he is lucky. 


CLINICAL ELECTROCARDIOGRAPHY 

Facility and reliability in the interpretation of electro- 
cardiograms can only be acquired by the regular analysis 
of records. The Students’ Handbook of Clinical Electro- 
cardiography* has been planned by Dr. Witii1am Evans 
as an aid to those who require a working knowledge 
without excess of detail. A very brief account of the broad 
principles of the method and nomenclature is followed 
by a plan of analysis which is to be applied in the reading 
of all records. The body of the manual consists of a 
number of very good reproductions of electrocardiograms, 
each analysed according to the method advised. Appended 
are twelve test tracings with a key. Dr. Evans has aimed 
at providing not only for the needs of general practi- 
tioners, but also for those of students working for 
examinations and house officers in smaller hospitals. 
This modest claim might appropriately be extended to 
house officers at any hospital and students at any stage, 
from the earliest clinical work onward. 


Dr. CHAUNCEY MAHER’s manual on Electrocardiography* 
has been compiled with an object similar to that of 
Dr. Evans. It has admirably fulfilled this purpose by the 
adoption of an explanatory device in which for each 
arrhythmia the heart is schematically presented with its 
conducting system and the direction of impulse propaga- 
tion, together with the corresponding electrocardiogram 
and an explanatory legend. This is perhaps the clearest 
system yet devised for the demonstration of the signi- 
ficance of electrocardiograms. While Dr. Maher has 
achieved his aim, he has somewhat exceeded it. The 
250 pages of this volume embrace among the usual 
* 4 Students’ Handbook of Clinical Electrocardiography. By 
William Evans, M.D., M.R.C.P. London: H. K. Lewis and Co. 
Ltd. 1984. (Pp. x + 50; G64 figures. 5s. net.) 

“ Electrocardiogyaphy. By Chauncey C. Maher, B.S., M.D. 
London: Bailli-re, Tindall and Cox ; Baltimore: Williams and 


Wilkins Company. 1934. (Pp. xiv + 250; 95 figures. 18s.) 
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topics a consideration of the theory of the electro- 
cardiogram and axis deviation, the effect of drugs and 
acute infective disease, and a chapter on the clinical 
concepts of heart disease and the arrhythmias. This book 
has been well thought out and carefully compiled ; it 
merits the attention of those to whom it is addressed, 
and, furthermore, deserves to find a place among the 
standard books on clinical electrocardiography. 


RECENT ADVANCES IN ALLERGY 


Only three years have gone by since the first edition of 
this work by Dr. GeorGe Bray was published and it 
is some tribute to the popularity of the subject that 
a second edition® has been called for so soon. During the 
interval it has been necessary to augment it by 700 addi- 
tional references, and many of the facts set out in the 
first edition have consequently required condensation to 
enable the more important of the recent papers to be 
summarized at some length. The association of allergic 
with other diseases, nasal catarrh, and other systemic 
manifestations, such as cardiovascular conditions and 
dysmenorrhoea, form the subjects of new chapters, while 
fresh references include work on pyrogenic therapy, 
erythema nodosum, ulcers, and the Shwartzman pheno- 
menon. Notable events since the publication of the 
first edition have been the first International Congress 
on Asthma at Mont Dore, in June, 1932 ; the third Inter- 
national Paediatric Conference, held in London in July, 
1933, in which the role of allergy in children’s diseases 
was one of the two major subjects for discussion ; and 
finally, the death a few weeks later of that outstanding 
figure in the study of allergic proklems, Professor Storm 
van Leeuwen. 

In his preface to the second edition Dr. Bray writes: 
‘‘ The study of allergy is making great strides, and prac- 
titioners and patients are anxious to avail themselves of 
modern methods of treatment, for nowadays most allergic 
manifestations at all ages are amenable to cure.”’ A 
tribute is paid to the financial assistance given by the 
Asthma Research Council to numerous investigators and 
clinics, and to the Halley Stewart Trustees for further 
endowments for research into these problems. 


PRACTICAL BIOCHEMISTRY 


Kocn’s Practical Methods in Biochemistry’ is a new 
publication, but it is intimately associated with one of 
the best-known textbooks on physiology, being written 
as a companion volume to A. P. Matthew’s treatise. It 
is admirably arranged in its three sections devoted to cell 
constituents, digestive juices, and blood and urine respec- 
tively. The exercises are set down with great clarity, 
and a commendable feature is the manner in which the 
qualitative reactions are treated in terms of the concen- 
trations of the reacting substances, thereby serving to 
develop in the beginner a true quantitative sense. In 
general, the student is introduced to selected methods of 
practical importance, and is not overburdened or con- 
fused by being offered too great an assortment of methods. 
One would like to have seen included a few representative 
preparatory exercises on the amino-acids, and also some 
tables recording the normal composition of the body 
fluids which come under consideration. These omissions, 
however, do not constitute any serious defect, and the 
book compares very favourably with other works on the 
same subject. In subsequent editions the author might 


5 Recent Advances in Allergy. By G. W. Bray, M.B., Ch.M. 
Second edition. London: J. and A. Churchill, Ltd. 1934. (Pp. 
xv + 503; 106 figures, including 4 coloured plates. 15s.) 

® Practical Methods in Biochemistry. By Frederick C. Koch. 
London: Bailliére, Tindall and Cox. 1934. (Pp. viii + 280; 17 


figures. 10s.) 


7 
of | 
e- 
| 
ae 
8 
4 
Ir 
of ae 

| 
d } 
| 
h | 
S 
| 
n 
| 
| q 
) 
| 
y q 
fe 
} 
} | ~ 
| 
= 
| 
| 
| f 
} 
| | 
| 
| 
| 
| 
k 


Co. Ltd. 1924. (Py 6; 2 plates, 1 coloured. 7s. €d. net.) 
Physical Diagn By’ Richard ¢ Cabot M.D. Eleventh 
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with advantage assume that the student knows what is 
meant by a percentage solution, and thereby much 
reduce a somewhat lengthy appendix. 


Fottn’s Laboratory Manual of Biological Chemistry’ 
derives its special importance from the fact that the 
author has for so long occupied a leading position among 
those who have set themselves the task of devising and 
improving methods of biochemical analysis. Since the 
last edition appeared in 1925 many notable advances have 
been made in the analytical field as well as in cther 
branches of biochemistry, and the new edition (the fifth) 
descr:bes the very latest developments of the author's 
technique. New methods appear for blood sugar, non- 
protein nitrogen, uric acid, and creatinine, and more 
attention is given to micro-methods. The additions have 
meant a further increase in the size of the supplement, 
which now occupies about half the book. This fact, 
however, is not to be regretted, since it is the supplement 
rather than the laboratory course proper which holds the 
greater interest for the majority cf biochemists. 


Notes on Books 


Dr. D. T. Harris’s Practical Histology for Medical 


Students,* now in its third edition, is planned on original 
lines, and cannot fail to be of great use to students cf 
normal histology. Its merit is that it gives the student 
full directions as to how he is to proceed, at every step 
in the course. It describes the apparatus required by the 
student in his private work, the stains he needs, the type 
and maragement of his microscope, and under each and 
every tissue in turn are given directions for fixation, stain- 
ing, mounting, and study. Brief accounts are also given 
of special details to be recognized in the preparations, and 
blank pages are inserted to enable the student to make 
sketches of the specimens as permanent records. In addi- 
tion to the descriptions of the mode of making fresh and 
permanent preparations, many matters are included which 
will be of clinical value to the student subsequently, such 
as blood counts, haemolysis, and transfusion tests. The 
book can be thoroughly recommended to those who are 
commencing their course. 


Professor RicHARD CaBot’s well-known Physical Diag- 
nosis,” now in its twenty-ninth year, chows the same 
independent expression of experience which has made it 
so attractive. Thus he considers that the diagnostic value 
of the state of the pupils has been much overestimated, for 
except in tabes and general paralysis of the insane they 
seldom provide much help ; the stress laid in textbooks 
on their condition in coma is regarded as misleading or 
useless as a diagnostic guide. This edition has _ been 
revised and reset throughout, and a number of additions 
made. The excellent illustrations, more than one to every 
two pages of the text, form a useful picture gallery for 
facial diagnosis. 


The eighth edition of The Diabetic Life'® appears rather 
less than two years after its immediate predecessor. 
Although it shows no fundamental change, it contains 
fresh material culled from practical experience, including 
some additions to the list of recipes. The line-ration 
scheme has been modified to provide high carbohydrate 
lower fat diets where they seem indicated, and an impor- 
tant section has been added on the minimal care necessary 
for insulin cases. Emphasis is laid on the vital importance 
of always giving a regular fixed amount of carbohydrate 


Laboratory Manual of Biological Chennstr\ By Professor Otto 
"olin. Fifth edition. London and New York: D. Appleton 
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to balance the correct dose of insulin, for without this 
precaution the patient’s condition will always be varying 
between uncontrolled diabetes with hyperglycaemia and 
unpleasant hypoglycaemia. The new edition has received 
careful revision, and its comprehensiveness is very 
apparent. The author refers in his preface to the founda- 
tion of the Diabetic Association, and advises his readers 
to become members. The book is written for patients as 
much as for medical practitioners, and serves an un- 
doubtedly useful purpose in that it can be employed by 
the latter to tighten the necessary control over the lives 
of diabetic persons, and so ensure the success of treatment, 


Injection Treatment in General Practice,’ by Dr. M. L, 
GuJjRAL, adds little to what has already been written on 
this subject. The author has evidently been at some 
pains to make his compilation as exhaustive as the limit 
of some 200 pages will allow, but the value of his book is 
largely discounted by a complete lack of reference to his 
sources of information. It is impossible to recognize 
which statements, if any, Dr. Gujral makes on his own 
responsibility and which are copied from the works of 
other authors, nor does he indicate the origin of some of 
his figures. The book contains some curious misprints 
and spelling errors. 


Tyjection Treatment in General Practice M. L. Gujral, 
M.B., M.R.C.P. Delhi: Practical Medicine. 1934. (Pp. 209; MM 
figures. 6 rupees.) 


Preparations and Appliances 


An Evectricar. Mains ADAPTOR FOR D1aGNOSTIC SETS 

A new mains adaptor for ophthalmic and other diagnostic 
instruments has lately been placed on the market by 
Gowllands, Ltd., of Croydon. This firm, whose principal 
business is the manufacture of optical instruments (which are 
distributed to the wholesale trade only) makes a_ specialty 
of medical diagnostic sets comprising a number of inter- 
changeable observation instruments operated from a common 
battery handle holding a dry cell. It has now designed a 
transformer which is fitted into the battery handle so that 
any suitable instrument, instead of relying on a battery, can 
be run from the mains. A single wire through a hole in the 
cap of the handle, which is provided with a special spring to 
protect the cable against damage and to hold the transformer 
securely, can be connected up to the nearest wall or light 
point, and a resistance in the handle can be used to control 
the intensity of the illumination. Thus the unit may be 
employed in exactly the same way as a dry battery, but, 
of course, without exhaustion. The temperature rise of the 
instrument on continuous use is stated not to exceed a few 
degrees. It is double wound and _ tested at 1,800 volts 
between the windings for insulation, and is guaranteed for 
one year against breakdown or electrical failure. The trans- 
former is wound for 200 to 250 volts alternating current only, 
and now that the greater part of the country is fed from the 
grid system the adaptor can be used almost anywhere—as, 
for example, by the general practitioner in the homes of most 
of his patients. The output is 24 volts, and sufficient power 
is supplied to operate the small ophthalmoscope cr auriscope 
or other lamp. The unit weighs only a few ounces more than 
with the dry cell, and is very convenient and_ portable, 
offering a means of converting battery-operated instruments 
into mains-operated ones with the minimum of trouble. 


LEMON BaRLEY WATER 
‘“ L.B.W.”’ is a concentrated extract of pearl barley flavoured 
with fresh lemons, with the addition of 0.05 per cent. benzoic 
acid as a preservative. It is a palatable and_ refreshing 
beverage for the sick-room, and does away with the need for 
daily preparation of barley water in a busy household. The 
manufacturers are L.B.W. Ltd. (Newcastle-on-Tyne), and 
bottles, price Is. 9d., may be obtained through the usual 
retailers. 

SuRGEONS’ HanpD SOAP 
‘* Allenburys ’’ have brought out a new preparation called 
surgeons’ hand soap (sample received) which 1s described as 
‘a neutral liquid soap, antiseptic and superfatted ’’—it 
has an antiseptic coefficient equal to 1-20 carbolic. This 1s 
recommended as an ideal detergent for doctors, dentists, and 
nurses, and for general hospital use. It can be used for 
cleansing hands, instruments, and dressings, etc. In practice 


it lathers reasonably well, and is not irritant to the skin. The 
4-oz. bottle costs Is. 6d., the 10-0z. size being sold at 2s. 6d. 
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RESEARCH IN MENTAL HOSPITALS 


Part II of the Board of Control’s Report for the year 
1933* (Part I of which was noticed in the Journal on 
October 6th) opens, as usual, with a supplement descrip- 
tive of the scientific research work carried out in mental 
hospitals and mental deficiency colonies during the year. 
This supplement, indeed, forms the bulk of Part II, 
occupying 135 of its 176 pages. 

The supplement is followed by five appendices: lists 
of institutions in England and Wales (a) for persons 
suffering from mental disorder ; (6b) for voluntary patients 
only, provided by a local authority ; (c) hospitals for 
voluntary and temporary patients ; (d) nursing homes 
approved for voluntary and temporary patients ; and (e) 
institutions for the mentally defective. 

At one time Part II of the report was a bulky tome, 
but, no doubt in the interests of economy, it has shrunk 
in recent years to a third of its former size, partly by 
the deletion of the statistical tables, some of which (for 
example, tables of forms of mental disorder ; tables of 
assigned causes of insanity, etc.) were of doubtful scientific 
value, and partly by the cessation of publication of copies 
of the entries made by the Commissioners at their visits 
to mental hospitals, some of which contained matter of 
considerable public interest. Doubtless the introduction 
of new tables required by the operation of the Mental 
Treatment Act introduced complications from the statis- 
tical point of view which might make the perpetuation of 
such statistical analyses undesirable: but a certain lack of 
statistical background to Part I of the report is perceptible. 

The seventy-two reports embodied in the supplement 
certainly afford evidence of the considerable amount of 
research work now being carried out in the mental 
hospita!s of the country ; and also, even though many 
institutions merely furnish tabulations of pathological and 
biochemical investigations made during the year in con- 
nexion with their great task of clinical treatment, furnish 
ample proof of activity in this direction on a scale only 
faintly realized by the public. It may be said without 
fear that first admissions to mental hospitals are investi- 
gated from the physical point of view with a completeness 
which is not, and need not be, attempted in any other 
class of hospital. In both of these directions Part II is 
of value as giving a comprehensive view of the work of 
the mental hospitals of the country. Of particular interest 
a few may be mentioned. The Joint Board of Research 
for Mental Diseases (City and University of Birmingham) 
continues, iter alia, the results of investigations into the 
prevalence and effects of septic foci in teeth, tonsils, and 
sinuses, a point also covered by the report of the Cardiff 
City Mental Hospital, where Dr. J. H. Quastel and others 
have been for long pursuing researches into narcosis and 
oxidations of the brain and Professor Cummins _ into 
tuberculin tests. The reports from several hospitals 
summarize their results from malarial therapy, that from 
Horton (L.C.C.) Mental Hospital containing a very valu- 
able paper by Dr. W. D. Nicol on the relation of syphilis 
to mental disorder and the treatment of general paralysis 
by malaria, while Colonel James of the Ministry of Health 
furnishes a brief account of anti-malarial chemothera- 
peutic tests carried out at the Devon Mental Hospital, 
Exminster, with the collaboration of Dr. R. Eager. 

From St. Andrew's Hospital a report of much interest 
by Dr. Ruby Stern gives the results of an investigation 
into the intestinal flora in physical and mental disease, 
the case material having been supplied by the Mental 
Hospital itself on the one hand and from Charing Cross 
Hospital and Northampton General Hospital on the other. 

The scientific work carried out in institutions for the 
mentally defective is growing steadily in importance, of 
special interest at the moment being the report of the 
research department at the Royal Eastern Counties 
Institution, Colchester, where a five-year plan of research, 
including a complete clinical, physical, and mental exam- 
ination of the 1,500 defectives in that institution, is in 
progress, by Dr. L. S. Penrose and two assistants. 


Th Twentieth 
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Jnuual Report of the Board of Control for the 
London: H.M. Stationery Office. 1924. (s. net.) 


BRITISH HEALTH RESORTS ASSOCIATION 


The second annual general meeting of the British Health 
Resorts Association was held at the Institute of Hygiene, 
Portland Place, on November 22nd. 

Lieut.-Colonel ELL1ot, who was in the chair, said that 
the report showed a year of good work, but that while 
the association was now paying its way and was no longer 
disheartened by a heavy load of debt, it was still handi- 
capped for lack of means. There had been a considerable 
increase of medical subscribers during the year. He 
expressed his thanks to those resorts which had supported 
the association, and particularly to the British Spas 
Federation, with which there had been happy and effective 
co-operation. He did not.understand why many of the 
seaside resorts which were usually so energetic in pro- 
moting their own interests did not follow the example of 
those that had supported the association. If the associa- 
tion’s propaganda was successful it must mean _ the 
extension of the length of the seasons of many health 
resorts and the creation of new seasons for some of them. 
During the past year the association had met in con- 
ference for the first time on the East Coast at Cromer, 
and he hoped that in the coming year some enterprising 
resort on the West Coast would follow suit. The asso- 
ciation was endeavouring to interest one or more of the 
medical educational bodies in the provision of post- 
graduate education in climatology and hydrology, to be 
followed by an examination and diploma. It was also 
hoped to get the Ministry of Health to follow the example 
of Continental Governments and give, not financial 
support, but formal recognition to the fact that the 
health resorts of this country were a national asset in the 
prevention and cure of disease. 

Lord Meston, president of the association, supporting 
the adoption of the report, said that British people took 
a long time to absorb a new idea, and the notion that 
they could get at least as good, if not better, help, 
attendance, and medical care in their own country was 
to many a completely new one. He believed that a 
number of seaside places, which were at. present con- 
centrating on the pleasure side of their propaganda, would 
come to realize their potentialities as health resorts, to the 
great benefit not only of themselves but of the public. 

Lieut.-Colonel W. Byam, chairman of the Medical 
Advisory Committee, reviewed the work and the pro- 
gramme of that committee, and emphasized the fact that 
the association, in endeavouring to interest the public 
in the value and claims of our health resorts, found its 
special line of approach through the medical profession. 
There was much to be done in the way of research before 
the health resorts could be so differentiated as to put 
their claims on a proper scientific basis, and he believed 
that a body like the British Health Resorts Association, 
with its strong medical advisory committee, could do this 
if it were properly supported. Dr. C. W. BucKLey said 
that sea-bathing to-day was regarded merely as a form 
of pleasure, but that its therapeutic advantages—and even 
disadvantages in certain cases—should be closely studied. 
Doctors had to treat many cases of severe rheumatism 
and kindred complaints due to unwise sea-bathing. He 
announced that Buxton was inviting the association to 
hold a conference there in the spring. Dr. MartHEw Ray 
alluded to the active propaganda which was being carried 
out in this country on behalf of the muds of a Continental 
resort which had a deservedly high reputation in the 
treatment of the rheumatic diseases. Many experiments, 
he said, had been made in this country by experienced 
observers which showed it was not the locality from which 
the mud was derived that mattered, but the latter’s 
capacity for retaining heat, and also the methods used 
and the after-treatment. He was convinced that there 
were products in this country, including peats, muds, 
and china clay, which were quite as effective as any 
Continental product. 

Lord Meston was re-elected president of the association, 
and Lord Horder and Lord Riddell vice-presidents. The 
names of Professor W. Langdon Brown, Sir Stanley 
Woodwark, and Mr. R.*C. Vaughan were added to the 
list of vice-presidents. 
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ONE HUNDRED AND THIRD ANNUAL MEETING 
of the 


British Medical Association 
MELBOURNE, 1935 


HE British Medical Association will hold its 103rd Annual Meeting in Melbourne, Australia, during the 
week beginning September 9th, 1935, under the presidency of Sir Richard Stawell, K.B.E., M.D., con- 
sulting physician to the Melbourne Hospital. The Sectional sessions for scientific and clinical work will be 
held on Wednesday, Thursday, and Friday, September 11th, 12th, and 13th. The Annual Representative 
= Meeting for the transaction of medico- political business will take place in London at the Association’s House 
on Friday, July 19th, and following days. 
: Members travelling to Australia through the United States will sail for New York from Southampton on 
July 27th ; if tr avelling by the Canadian route to San Francisco, they will sail for Montreal from Liverpool 
on July 26th, or from Glasgow on July 27th. Particulars of the two routes were given in our Supplement 
of March 10th. All arrangements for the journey are in the hands of the Financial Secretary and Business 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, to whom early application should be made for 
reservation of places on steamers and trains and at hotels. Members who cannot afford to be away for the 
whole time of the ‘‘ round-the-world ’’ tour may leave London on August 8th, travelling overland to Toulon 
and embarking there on a P. & QO. liner which arrives at Fremantle on September 3rd. The journey on to 
i Melbourne takes three days by rail, so that those who follow this route will reach their destination three 
days before the meeting opens. 

The honorary local general secretary for next year’s Annual Meeting is Dr. J. P. Major, Medical 
ea Society Hall, East Melbourne, Victoria. The names of the officers of the fourteen Scientific Sections are 
4 given in the Supplement this. week ; and further information, with provisional programmes, etc., will appear in | 
: subsequent issues. We publish below the second of a series of descriptive and historical articles, on the city 
= of Melbourne and its medical institutions ; the first ae on October 20th (p. 730). 


: THE STORY OF THE MELBOURNE MEDICAL SCHOOL 


BY 
PROFESSOR W. A, OSBORNE 


DEAN OF THE FACULTY OF MEDICINE 


2 The formal inauguration of the University of Melbourne | University, Sir Redmond Barry, was just as eager to 
took place on April 13th, 1855, three years and nine © start a school of law. Brownless, who may be regarded 
‘< months after the Port Phillip district, a portion of New as the real founder of the school, never flagged in his 
wy South Wales, had become the State of Victoria. In this efforts, and at last, by a reduction cf his request for 


View of Melbourne from across the Yarra River. 


" same year Dr. (afterwards Sir) Anthony Colling Brownless, | £26,000 to a more modest £12,000, and by the generous 
3 a Bart's man, who had come to Australia in the gold , action of the lecturers in law and engineering in re:inquish- 
rush of 1852, was elected a member of the governing ing part of their salaries, the project was adopted in 1861, 
body or council, and immediately started an agitation and the first lectures in chemistry were given in a private 
for the creation of a medical school. He was ably | laboratory by Dr. John Macadam, an M.D. of Glasgow. 

supported by his colleagues in medical practice, but the The curriculum adopted at the start of the school, the 
difficulties at first seemed insuperable: the colony was first in the Antipodes, showed some remarkable features. 
small, the Treasury cxiguous, while the Chancellor of the , Dr. (afterwards Sir James) Paget of London, who had 


= 
| 
iy 
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been consulted, recommended a three years’ or, at most, 
a four years’ course of study, but Dr. Brownless realized 
that in the Old Country there was a belief that all 
matters, particularly -educational, were make-shift and 
below home standard in the colonies. With great courage 
the council, on Dr. Brownless’s recommendation, in- 
sisted that after matriculation—and this involved the 
passing of a fairly stiff examination—there should be 
five years of medical 
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‘ mammalian affinities ’’ in its heart. 

“As stealthily as thieves to their business, or as Tarquin 
to Lucrece, did the keeper and I approach the apteryx by 
night, he leading thé way. Having secured her in his arms 
she became easily pacified and, unseen by her, I placed my 
stethoscope to her chest, broad, without a keel, and listened 
for some time. Never was there a prettier result. The 

sounds were not like those 


study with five exacting 
examinations. This 
severity of standard was 
something new in the 
Empire, and thirty years 
had to elapse before the 
General Medical Council 
in London could regard 
it as practical in the 
United Kingdom. Here 
may it be stated that 
from this early date 
until the present time 
the university degrees of 
M.B., B.S. con- 
stituted the one and 
only local portal io 
the medical profession. 
There have never been 
any back entrances or 
short cuts, and_ the 
status of the profession 


of the eagle, for the first 
sound had_ resumed _ its 
mammalian length and 
lub duc was once more 
heard.’’ 


Halford’s somewhat 
unconventional manner 
was not pleasing in the 
eyes of the Chancellor, 
Sir Redmond Barry, a 
pompous lawyer. In 1864 
Halford argued that a 


man called Harrison, 
condemned to death for 
murder, probably 
insane. His_ pleadings, 


disregarded by the 
authorities, aroused the 
gratitude of the  con- 
demned man, who, with- 

a out legal power of course, 
4 bequeathed his body to 


to-day testifies to the 
wisdom of the founders. 


Halford : The School's First Professor 

It was reatized from the start that a professor was 
wanted who cculd take on the burden of organization 
and administration and establish the school on sound 
lines. Dr. Paget and Professor (afterwards Sir Richard) 
Owen, acting as a London committee, selected Dr. George 
Britton Halford, a Sussex man practising in London, as 
professor of anatomy, physiology, and pathology. He 
arrived in Melbourne on December 22nd, 1862, and soon 
was busy with Dr. Brownless drawing up plans of build- 
ings, which with fine optimism were devised much in 
excess of the needs of the time. Professor Halford gave 
his inaugural lecture on 


Department of Pathology, Melbourne University. 


the professor. Halford 

got access to the body 

after execution, severed 

| the head, and made off with it to his dissecting room. 
To continue the story in the words of The Times: 


‘‘ The gaol surgeons were in consternation and appealed to 
the Sheriff. Law and justice were at the moment at fault. 
At length it was determined that the Sheriff, accompanied by 
a justice of the peace and by a policeman, should forthwith 
proceed to the university and demand the brains. On arrival 
of the formidable Sheriff, six foot four inches in height, at 
Professor Halford’s rooms, the professor was found surrounded 
by medical men and the brain before him, the dissecting then 
proceeding. The Sheriff demanded the public property. Pro- 
fessor Halford asserted that the brains were his by bequest 
of their former owner. The Sheriff contended, with much 

force, that the brains 


May Ist, 1863. He had 
already done brilliant 
research work on_ the 
heart in London, most 
of which was embodied 
in the book The Action 
and Sounds of the Heart, 
published by Churchill 
in 1860, a volume that 
might well be reprinted 
to-day, for the experi- 
ments on which it was 
based took on the exact- 
ness of a_ research on 
natural philosophy. 
Halford demonstrated 
among other things the 
fixity of the apex, the 
action of the _ peri- 
cardium, the valvular 


were ‘“‘ the Government’s 
brains,’’ and that a con- 
vict on the scaffold ha-l 
no property even in his 
own brains. Finally, the 
gaol surgeons’ being 
present, it was arranged 
that the dissection should 
proceed, and at the end 
the brain was pronounced 
perfectly healthy.’’ 

Sir Redmond Barry 
was furious, and 
addressed a stern rebuks 
to the over-zealous 
anatomist. Six years 
later Halford was anxious 
to give a public lecture 
on protoplasm, but the 
council, led by Barry, 
forbade it. No doubt 


contribution to the first 
sound, and, prettiest of 


they considered the 
awful word redolent of 


all, the action of eddies 
in approximating valve 
flaps so that the valves 
are really closed before 
gurgitation or clack is avoided. Halford may also be 
regarded as a pioneer in comparative physiology, or 
“ Zoological analogies ’’ as the Lancet called it (March 
17th, 1860): ‘‘ a mode of inquiry which Dr. Halford 
appears to have been the first to institute ’’ (ibid.). 
Evidence of his enthusiasm and of his racy style is given 
in his accouat of how he listened to the heart sounds of 


systole begins, and_ re- 


Wilson Hall, Melbourne University. 


Huxley, Tyndall, and 
Herbert Spencer, and 
yet Halford was an 
anti-Darwinian, and orthodox in his faith. 


Growth of the School in the ‘Eighties 
Halford’s first class in 1863 consisted of three second- 
year students who met for dissect'on and instruction in 
a shed ; but in May, 1865, a substantial medical school 
was completed, which now, after some structural altera- 
tions, is divided between chemistry and physiology. Steady 


| the apteryx, which bird, Dr. Owen had declared, had 3 
| 
| 
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growth in numbers necessitated new buildings in 1881. 
So far one professor with a team of lecturers, most of 
them in medical practice, was regarded as sufficient for 
purposes of medical instruction, but in 1882 the chair 
was divided, Halford retaining physiology and histology, 
whilst his pupil, Dr. H. B. Allen (afterwards Sir Harry 
Allen), was given the chair of anatomy and pathology. 
In 1886 Allen took on the deanship, and from then until 
his retirement in 1923 dominated the medical school. He 
was in many respects a remarkab!e man with exceptional 
administrative gifts ; he was also an enthusiastic morbid 
anatomist. His reading in English and French medical 
literature was wide and his memory tenacious. Like 
most self-trained teachers he was not au fait with the 
methods of research, and did not encourage a research 
spirit in his pupils. On the other hand, he came to 
conclusions concerning the syphilitic causation of many 
post-mortem appearances which later work justified. 

In the middle ’eighties the scientific preliminaries for 
medical study were greatly strengthened by the appoint- 
ment to the chairs of chemistry and physics of Professor 
(afterwards Sir David) Orme Masson and Professor (after- 
wards Sir Thomas) Lyle—both of whom are happily still 
with us though emeritus—and Professor (afterwards Sir 
Baldwin) Spencer, great as an anthropologist as well as 
a biologist. The advent of these distinguished men of 
science was soon followed by the erection of suitable 
laboratories. 


Rec’procity of Medical Registration with Great Britain 


In 1890, through the representations made by Professor 
Allen, reciprocity with Great Britain in the matter of 
medical registration, was granted, and Allen himseif 
became the first person to be registered in the United 
Kingdonrin respect of a qualification wholly derived from 
a British Colony. The curriculum from this time on has 
conformed to the regulations laid down by the General 
Medical Council. 

The year 1896 marked the retirement of Professor 
Halford and the arrival of Dr. (now Sir Charles) Martin, 
who supplied the missing research enthusiasm which was 
soon to inspire Dr. E. H. Embley, a busy practitioner, 
to embark on a laborious and important investigation 
on the causation of death under chloroform. Professor 
Martin resigned in 1903, and was succeeded by the writer. 
The opening of the century saw a building reserved for 
bacteriology. In 1906 a chair of anatomy was founded, 
the first occupant being Professor R. J. A. Berry, and 
a department of biochemistry under a _ lecturer, Dr. 
A. C. H. Rothera, who was succeeded in 1919 by the 
present holder, Associate Professor W. J. Young. 


Clinical Schools 


The Melbourne Hospital was the original general hospital 
for clinical instruction, but in 1909 the Alfred Hospital 
and St. Vincent’s were recognized teaching clinical 
schools. By this time also the Women’s Hospital, the 
Eye and Ear Hospital, the Children’s Hospital, and the 
Asvlum for instruction in their respective 


specialties. 


as 


were used 


The new and spacious anatomy department was formally 
opened in 1923 by Sir William Macewen. In 1925 
Professor Peter McCallum, the present holder, was 
appointed to the chair of pathology ; in 1929 Professor 


Berry was succeeded by Professor Wood-Jones, whi st in 
1930 a new chair of obstetrics was created, and Professor 
Marshall Allan was appointed. There are at present, 
therefore, four professorial positions in the medical school : 
anatomy including histology, obstetrics, pathology, and 
physiology ; a fifth, bacteriology, is l.kely to be added in 
the near future. Teaching in medicine and surgery 
relegated in each case to a team of experts under the 


1S 


chairmanship of a lecturer; this method has _ proved 
valuab‘'e for teaching purposes, but it is not conducive 


to research work. Fortunately the Hall Institute at the 
Melbourne Hospital and the Baker Institute at the Alfred 
Hospital are devoted to medical research, and have large 
and competent staffs. 
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The student body began, as stated, in 1863 with three 
members, who were, of course, males, and who displayed 
their masculinity with abundant whiskers ; women were 
not admitted until 1887. In 1880 a medical students’ 
society was founded, and two of the first members now 
occupy prominent places in Melbourne life—Sir James 
Barrett and Dr. Felix Meyer. 

The numbers of students have shown fluctuations very 
similar to those experienced elsewhere. In 1914 there 
were 402 students and the next year 370. Then came 
the post-war peak in 1921 of 795, falling to the 1914 level] 
in 1925 and 1928. At present the indications are those 
oi continued growth, the figure for the current year 
being 581. 


ATMOSPHERIC POLLUTION 


Thirty-two of local authorities and other 
organizations co-operating with the Department of Scientific 
and Industrial Research in the investigation of atmospheric 
pollution met on November 26th in the half-yearly conference 
at the the Department. The gathering included 
representatives from London, Manchester, Liver- 
pool, Southampton, Leicester, Newcastle, Hull, Scarborough, 
Halifax, Lancaster, Leamington, and Wolverhampton. 

The Conference, over which Councillor W. Brownhiil-Smith 
of Glasgow presided, received a report from Dr. G. M. B, 
Dobson, F.R.S., on the progress of the researches carried out 
under the Atmospheric Pollution Research Committee. Dr, 
Dobson stated that the new method which had been developed 
at the Building Research Station for estimating sulphur in the 
atmosphere was now being used at twenty-seven stations. It 
was hoped that it would be adopted still more widely by 
local authorities, as it gave, with little expense, information 
ot value concerning one of the most destructive of 
atmospheric impurities. He also referred to trials which were 
being made of a photo-electric method for recording daylight. 
If successful, this method will provide a virtually automatie 
means for measuring the amount of the sun’s ultra-violet light 
cut off by smoke haze. 

Mr. Beaumont Halifax suggested that there was much 
more that local authorities could do to provide information 
about the effects of pollution. He instanced 
that in Halifax, side by side with the deposit gauges recording 
the highest and lowest deposits, apparatus was employed in 
order to give information with regard to the sunlight received 
at A large amount of useful information had 
been gained in that way, showing that, as compared with the 
polluted station, the other lost about 25 per cent. of 
during the year, the percentage loss being greater in 


representatives 


offices of 


Glasgow, 


great 


of 


atmospheric 


those points. 


less 
sunlight 
winter than in summer. 


The members of the conference | 


were agreed that the subject 
of atmospheric pollution needed much greater public attention, 
and that the scientific investigation of it should receive the 
support of all local authorities. 


A. Patoir, Warembourg, and Bédrine (Parts Méd., Septem- 
ber 29th, 1934, p. 229) state that thoracic cancer is usually 
secondary to that of the alimentary canal and genital organs, 
particularly of the uterus ; hence females are mostly affected. 
These neoplasms cause a symptomatic syndrome (Menetrier’s) 
ot 
adenitis, and thrombophlebitis of the jugulo-subclavian con- 


oedemas, peritoneal and pleural efiusions, supraclavicular 


fluence. The oedemas commence in the lower extremit-es 
and gradually extend to the abdominal wail; in certain 
cases the left thoracic wall and left arm become infiltrated. 
The pleural and peritoneal effusions, evidenced by the usual 
signs of hvdrothorax and ascites, may be serous, haemor- 
rhagic, or chvliform, but rarely  chvlous. Left supra- 
clavicular adenitis is frequently the only sign of thoracie 


cancerous Invasion. Troisier’s ganglions are those affected, 


and the adenitis may be mono-ganghonic or pluri-ganglionic. 


The diagnosis of thoracic cancer is of merely prognostic 
value : it is only evidence of a generalization of the cancerous 


condition, and death usually occurs shortly after its appear- 


ance. <A typical case is fully described. 
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SATURDAY, DECEMBER 8th, 1934 


VITAMIN A AND NERVE LESIONS 


The relation between dietary factors and the nervous 
system has occupied many workers for a long time, and 
there is no doubt that the experimental evidence tends 
more and more to substantiate such a relation. The 
importance of this work ts at once obvious, and gives 
rise to hope that the problems of the obscure causes of 
the commoner degenerations in the nervous system will 
soon receive some measure of solution. The investiga- 
tions carried out up to the present are of a somewhat 
drastic nature. The demonstration of distinct nervous 
lesions in animals fed for long periods on vitamin- 
deficient diets must be regarded as the necessary link 
in the chain of knowledge which will lead to the 
clarification of many problems of human neurology. 
Parallel with these studies of dietary factors (which 
are, after all, chemical factors) it is necessary to keep in 
mind the contributions of the pharmacologists and 
physiologists to the chemical or humoral theory of 
nervous transmission. The action of the vagus is no 
longer a mysterious inhibitory influence of a nerve 
ending on a special cardiac tissue, but a liberation of 
a chemical mediator which exerts effects indistinguish- 
able from those of parasympathetic action. Similar 
conceptions have arisen in the matter of sympathetic 
action, and the theory of humoral transmission seems 
to have come to stay, for some time at least. It 
appears, then, that the proper transmission ‘of nervous 
impulses requires the presence of chemical mediators 
between the nerve and the effector organ. The 
specificity of the chemical mediator is perhaps its most 
striking character. 

In the matter of vitamins and hormones we are 
already so accustomed to the idea that minute quantities 
of specific substances are necessary for the normal pro- 
cesses of growth and metabolism, that the essentially 
remarkable nature of the phenomena is often over- 
looked. How do vitamins bring about their effects? 
What is the nature of the interaction of the relevant 
tissue and the vitamin? Indeed, we are not clear as 
to where the vitamin molecule acts. In the case of the 
xerophthalmia which results from vitamin A deficiency, 
for example, are we to suppose that the cure of the 
condition by administration of the vitamin is due to 
a direct action of the latter on the cornea? Some recent 
work by Professor Edward Mellanby' is of interest in 
this connexion. He starts from the two established 
sequels of diets deficient in vitamin A and carotene— 
namely, hyperplasia and metaplasia of epithelium and 
mucous surfaces with frequent secondary infection and 
the degeneration of medullated nerves both in the 


central and in the peripheral nervous systems. It is 
interesting to note that as long ago as 1926 Mellanby 
showed that puppies fed on a diet deficient in fat- 
soluble vitamins developed severe nervous symptoms 
with incoordination as the most marked symptom. At 
that time he attributed the condition to hypothetical 
‘““toxamins ’’ present in wheat-germ which he had 
added to the deficient diet. The effects were annulled by 
addition of butter or cod-liver oil to the diet ; this was, 
of course, due to the vitamin A thus administered. 
In the present work Mellanby argued that it should be 
possible to correlate the epithelial changes with the 
nerve changes which arise from vitamin A deficiency. 
He therefore studied the histological changes to be 
found in the ophthalmic division of the trigeminal nerve 
and in the Gasserian ganglion when xerophthalmia had 
been established in rabbits fed on a vitamin A deficient 
diet. Careful examination revealed that when the 
corneal changes appeared there were in the corre- 
sponding nerve degenerative changes in the myelin 
sheaths. In early slight xerophthalmia cure could be 
effected by vitamin therapy in a relatively short time, 
with removal of the pathological changes in both the 
cornea and the nerve. The type of degeneration in the 
nerve in these mild cases was interesting, in that it was 
mainly a breakdown of the medullary, sheath without 
invasion of the axis cylinder by the myelin droplets, 
and there was only a slight degree of swelling in the 
fibres. When, however, the corneal changes were very 
severe the degeneration of the nerve was of the typical 
Wallerian type, and cure was not nearly so successful 
as in the milder cases. In order to prove conclusively 
that the corneal changes are due to neurotrophic dys- 
function it would be necessary to demonstrate that they 
always followed the degenerative changes in the nerve. 
This is a rather difficult matter, but it appears that 
when only one eye is affected by xerophthalmia the 
nerve of the other cornea rarely contains any 
degenerating fibres. Further, the author found definite 
evidence of pathological changes in the cells of the 
Gasserian ganglion, and he tends, on the whole, to the 
view that the sequence of events in this syndrome is 
degeneration of the ganglion cells, consequent demye- 
lination of the afferent nerve fibres and later destruction 
of the axis cylinders, and, finally, the corneal changes 
resulting from the removal of neurotrophic supply. 
Arguing on analogy from these observations Mellanby 
considers the probability that many of the extensive 
changes in the respiratory, genito-urinary, and 
alimentary tracts, and the involvement of the optic, 
and vestibular nerves, as well as of the 
posterior roots, may all have similar bases— 
namely, neurotrophic disturbances from afferent nerve 


cochlear, 


degenerations. 

The extensive nature of the lesions which may result 
from vitamin A deficiency is well illustrated in a recent 
communication by S. B. D. Aberle.* This author 
found that rats fed on vitamin A deficient diets fre- 
quently had foci of infection in the kidneys, cystitis, 


' Journ. Path. and Bact., May, 1934, p. 391. 


2 Journ. of Nutrition, April, 1934, p. 445. 


€€ 
ed 
Te 
€s 

ry 
re 

ar 
| 

3 

eT } 
ic j 
ic 2 
r- 
1, 
h 
3, 
} q 

d 
y | 
a 
e 

h 
n 
1 
\ 
| 
1 

4 ; 
4 
3 


1054 Dec. 8, 1934] 


pulmonary infection, and infection of the glands at the 
base of the tongue. In addition, lesions were present 
in the spinal cord, consisting of degeneration of the 
medullary sheaths of the sensory tracts at the peri- 
phery ; in some this degeneration was found in posterior 
columns and in others in the posterior roots. These 
lesions were associated with a marked weakness or 
paralysis of the extremities. It is interesting that these 
symptoms only appeared in those animals which had 
been on the deficient diet long enough to cease growing 
or to develop xerophthalmia. Clinical cure could be 
effected by feeding cod-liver oil, but lesions were still 
demonstrable in the nervous tissue, which might have 
been expected to produce marked symptoms. It is 
suggested that the axis cylinder may function before the 
demyelination of the nerve is complete, 
supported by the findings of certain workers that 
stimulation of the motor cortex may elicit motor response 
before the cortico-spinal tracts are myelinated. 

From the purely clinical point of view we have to 
consider how far these findings may secure application 
in the treatment or arrest of nervous disease. The 
necessity of certain minute quantities of specific chemical 
substances for the proper nutrition of nerve cells, nerve 


which is 


fibres, and the proper maintenance of trophic control, 
is what has now to be appreciated by the clinician. 
Hormones, 
the terms in which the future clinician will discuss the 
problems of neurology. 


vitamins, chemical mediators: these are 


APPLIED HUMAN BIOLOGY 
Professor J. B. S. Haldane is frequently provocative. 
His utterances always call forth thought, and some- 
times dissent. This characteristic is no less evident 
than usual in his Norman Lockyer Lecture on ‘“‘ Human 
Biology and Politics,’’ delivered last week under the 
auspices of the British Science Guild, and published in 
pamphlet form.’ The subject itself, quite apart from 
the manner of its presentation, tends to produce reac- 
tions of prejudice and personal feeling not conducive 
to scientific calm, from which the corresponding appli- 
cations of physics to industry or of general biology to 
agriculture and stock-breeding are relatively free. In 
order that ‘‘ biology should not be harnessed to the car 
Professor Haldane claims to 
have suppressed many of his own views and to have 
‘‘ tried rather to stress those opinions which enjoy a 
sufficiently general support ’’ ; but this will certainly 
not prevent controversy in connexion both with his 


of any political party,” 


main theme and with his preliminary observations about 
the medical profession. 

This important parenthesis, which occupies some 
two pages of the sixteen to which the whole lecture 
extends, appears to be based upon an_ insufficiently 
intimate acquaintance with medical practice ; to 
necessitate certain axioms, or at least postulates, which 
: The Norman Lockyer Lecture, 1934. ‘ Human Biology and 
Politics,” by Professor J. B. S. Haldane, M.A., F.R.S. The 


gritish Science Guild, 6, John Street, Adelphi, W.C.2. (1s.) 
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cannot be accepted or granted ; and to involve inferences 
which the premisses do not justify. To say that 
“though we do not go to an individual artisan for 
our car, we still go to an individual doctor for our 
healing,’’ is to draw a parallel where none exists, and 
to give a very imperfect picture of the relation between 
doctor and patient. To state that ‘‘ the application of 
science to other branches of life has led to increase in 
’’__with the implication that to this the 
medical profession is an exception—is to ignore the very 
extensive organization both of the community and of 
the profession for purposes of individual and _ public 
health which has been so marked a feature of recent 
years. The assumptions that in the great majority of 
illnesses an individual paticnt is better treated by “a 
team of competent specialists ’’ than by a general practi- 
tioner, or that such cases cannot be as well treated in 
the patient’s own home as in a hospital, are entirely 
unwarranted. The reliance upon ‘‘ adequate apparatus 
and laboratory facilities ’’ does not require the removal 
of the patient from his ordinary surroundings, except in 
relatively few cases, and is at present being altogether 
unduly emphasized to the detriment of clinical medicine, 
The assertions that ‘‘ the preventive and prophylactic 
side of medicine is represented by the medical officers 
of health, the school medical officers, and a few 
voluntary institutions,’’ and that “‘ under a system of 
individual medical attendance adequate disease preven- 
tion is almost impossible ’’ are not in accordance with 
actual fact ; and the reason given for the latter, that 
‘it is far harder to detect latent disease in an 
apparently healthy person than to determine the nature 


organization 


of a disease already existing,’’ would surely lead more 
correctly to an exactly opposite conclusion—namely, 
that individual medical attendance is essential. In 
spite of these misconceptions of the purpose and rela- 
tions of medical practice the profession will, it is to be 
hoped, agree with Professor Haldane when he goes on 
to say that when “in the near future there would be 
an enormous demands for experts,’’ largely for the 
purpose of killing or mutilating fellow creatures whose 
undesirable, or for ‘‘ the 


existence is deemed to be 
enforcement of standards of reproduction,” these officers 
should not be required to be members of the medical 
profession. Certainly such a_ requirement would 
revolutionize the relation between doctor and patient. 
Professor Haldane’s main theme in this lecture ts 
that some form of family allowance offers the best 
safeguard against an undue diminution in the numbers 
and quality of the race. This thesis is developed in an 
extremely interesting way, though the conclusion is not 
unchallengeably established. The lecturer admits that 
he has said little that is novel, but the importance of his 
authoritative emphasis on three major propositions can 
scarcely be exaggerated at the present moment. These 
are as follows. In the near future there will be a 
marked reduction in the population of those countries 
(except, perhaps, Russia and Japan) which are 
collectively described as ‘‘ Western civilization,’’ and 
unless the present fertility rate greatly alters this 
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diminution will rapidly become catastrophic. Steriliza- 
tion of defectives, whether physical or mental, will have 
only a very small eugenic effect, and would carry with 
it other consequences which cannot be viewed without 
alarm. ‘here is no evidence that the children of the 
poorer classes are innately inferior to those of the richer 
classes. The facts and illustrations with which the 
lecturer supports these propositions, though necessarily 
briefly stated, are of much value, and are in some 
instances presented in a novel form. Probably most 
people will accept Professor Haldane’s minor conclusion 
that ‘‘ our population is ill distributed rather than too 
large ’’’ ; though the evidence offered that once when 
climbing Snowdon he met no one on the way is not, 
of itself, adequate. As a matter of fact, on a fine day 
in certain months there are quite considerable numbers 
who ascend that mountain, and in other circumstances 
the reward for the exertion does not offer that 
exhilarating outlook which is associated rather with 
Mount Pisgah or a peak in Darien. 


THE GENERAL MEDICAL COUNCIL 

An unusually light session was disposed of by the 
General Medical Council in four days. Of the thirteen 
disciplinary cases, seven had been postponed from 
previous sessions ; the facts had been proved, but an 
opportunity was given to the practitioner to submit 
testimony of his good conduct in the interval.’ Some- 
times a practitioner upon whom judgement had been 
postponed appears to suppose that if no further com- 
plaints are made against him in the interval his case is 
automatically discharged. The Council insists, how- 
ever, upon proper testimonials as to conduct, and one 
practitioner this session who had neglected to obtain 
testimonials from medical men with whom he had been 
in close association had his case referred forward for 
another six months, when he will have to appear again. 
In another case, however, a practitioner who at a 
previous session had been found to have canvassed the 
patients of other practitioners, now appeared with a 
sheaf of letters from medical men in his locality testi- 
fying not only to his unexceptionable conduct but to his 
willing co-operation in professional affairs. 

As a result of the disciplinary inquiries only two 
practitioners were struck off the Register, one (who did 
not appear) for adultery with a patient, and the other 
for repeated convictions for drunkenness. The case 
which occupied the longest hearing was rather an 
obscure one from Singapore, where a practitioner had 
had his name erased from the Register kept by the 
Medical Council of the Straits Settlements for alleged 
wrongful certification. There was a sharp conflict of 
testimony, but all the evidence, except that of the practi- 
tioner himself, was by way of depositions and other 
documents. Eventually the charge was dismissed by 
the Council, so that the practitioner’s name remains on 
the Colonial List of the Medical Register, while pre- 
sumably it remains expunged from the local Register 
at Singapore. One case which appeared to raise a 
fresh point in professional practice so far as the Council 
is concerned was that of a practitioner who was brought 
up, on the complaint of a patient, for undue charging 
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for appliances supplied. It was alleged by the com- 
plainant that in the course of professional treatment the 
practitioner offered to get his spectacles repaired, and 
also, later, to procure him a new pair, representing that 
he had an interest in the optical company. The practi- 
tioner charged him two guineas for the new glasses, 
which had actually cost him only 7s. 10d., and half 
a guinea for the repairs, which had actually cost him 
not much more than a quarter of that amount. The 
practitioner claimed that included in the first transac- 
tion was the service of testing the lenses, taking the 
measurement of the frames, sending the prescription to 
the optical company, and checking the spectacles on 
delivery. In the course of the hearing it was estab- 
lished that the practitioner had no interest in the optical 
company. The solicitor defending him made the point 
that he did not stand alone among the members of his 
profession in obtaining appliances or material at a 
wholesale price or discount and retailing them to the 
patient at a higher price. This was a practice, he said, 
on which the Council might at some time desire to make 
a pronouncement, but he protested that in the absence 
of any warning notice it would be unfair to make an 
example ”’ of this practitioner. In the result, having 
in view the fact that the practitioner had no interest in 
the optical company, and that the patient in the county 
court had already secured an abatement of these 
charges, the Council took no action. 


ae 


HEREDITY AND TUBERCULOSIS 


The conception of the inheritance of tuberculosis, un- 
questioned from the days of Hippocrates to the middle of 
the nineteenth century, seemed the logical conclusion 
from the clinical observation—the sole available then— 
of the frequency of the disease in children of con- 
sumptive parents. Villemin’s demonstration — that 
tuberculosis could be transmitted to rabbits and 
Koch’s discovery of the bacillus were responsible, not 
unreasonably, for a complete swing of the pendulum 
afterwards. In more recent times, however, increasing 
support is found for the view that post-natal factors 
alone will not entirely account for the varied course 
which tuberculosis takes in the human race, and that 
the ‘‘soil’’ (or terrain), in the form of an inherited 
predisposition, may play a part. The importance of 
this consideration is obvious, particularly at present, 
when eugenics and sterilization are widely discussed 
topics. A serious contribution to the subject, like that 
represented by the work of Diehl and v. Verschuer,' 
therefore deserves attention. Their well-produced and 
beautifully illustrated book gives full details of an in- 
tensive study* of 127 pairs of twins, in 106 of whom at 
least one of the pair showed some active or healed 
tuberculous manifestation. It is of interest to indicate 
how their material was obtained, as further work on 
similar lines might profitably be carried out by others. 
Several hospitals and tuberculosis institutions in Berlin 
and elsewhere undertook to ask every patient if he was 
a twin. In addition, the ‘‘ visitors ’’ of tuberculosis 
welfare organizations agreed to make constant inquiries 
for twins on their rounds. A few pairs were obtained 
through interested laymen or colleagues. In every case 


1 Zwillingstuberkulose (Zwillingsforschung und erbliche Tuber- 
kulosedisposition). Von Karl Diehl und Otmar Frhr. v. Verschuer. 
Jena: Gustav Fischer. (M.30.) 
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the information was forwarded to the authors, who 
then tried themselves to examine the patient and his 
twin—if living—either in hospital or at home. The 
examination was not only carried out to determine 
accurately the nature of the tuberculous lesion, but 
also included full anthropometric investigations. The 
twins could thus be classified as uni- or bi-vitelline 
and be grouped into constitutional ‘‘ types.’’ When 
information obtained second hand was unreliable or 
inadequate the twins were excluded from the series. 
Those finally collected consisted of forty-five uni- 
vitelline (nineteen male and twenty-six female), fifty- 
three bivitelline of the same sex (twenty-five male 
and twenty-eight female), and twenty-nine bivitelline 
of opposite sex. All ages were represented in 
each of the three groups, the average being roughly 
21 years. Concordance or discordance with regard 
to tuberculosis was determined by considering whether 
both twins had a tuberculous lesion ; its activity, 
extent, pathological type, and duration ; the organ 
involved ; and the situation if in the lung. Correla- 
tion on similar lines was worked out with environ- 
ment and family history. While identical tuberculosis 
findings in twins need clearly not have been 
influenced by a hereditary factor, but may be due 
entirely to the similar environment in which the pair 
have lived, especially in early life, this argument applies 
equally to uni- and bi-vitelline individuals. Diehl and 
v. Verschuer, after detailed analysis of their material, 
found, however, that when the environment and con- 
ditions of contact of a pair were such that the disease 
was expected in both twins, and yet only one was 
tuberculous, by far the largest proportion of the cases 
were bivitelline. Moreover, they show that, while 
70 per cent. of the thirty-seven univitelline twins had 
‘““ tuberculosis concordance,’’ this was present in only 
25 per cent. of the sixty-nine bivitelline. They con- 
clude that heredity plays an important part in the 
origin and course of tuberculosis, and that this influence 
becomes more evident with increasing age. Finally, 
they discuss whether this hereditary predisposition is 
specific (involving morphological, immunological charac- 
ters, etc.) ; non-specific—that is, associated with a con- 
stitutional ‘‘ type ’’ ; or a combination of both. Exam- 
ination of their material leads them to reject the last 
two hypotheses. A chapter on eugenics closes a most 
original and stimulating account. In a book* published 
a little more recently I. Ickert and H. Benze carefully 
analyse the genealogical trees of eighty-eight families 
in which cases of tuberculosis had occurred. They 
reach conclusions similar to those of Diehl and 
v. Verschuer, and suggest that the specific hereditary 
They 
admit, however, that their work is necessarily subject 
to greater “‘ experimental ’’ error. Finally, it must be 
added that Redeker* has strongly criticized the work 
on twins, asserting that the identical findings in the 
univitelline pairs are accounted for by the similar 


disposition is transmitted as a recessive factor. 


“endogenous basis ’’ (gleiche endogene Grundlage) 
and that both pairs of authors admit the part played 
by environmental factors (Modifikationsfaktoren, Hilfs- 


faktoren). 


*Stammbdume nut Tuberkuldser Von Franz Ickert und Hans 
Benze. Leipzig: Verlag von Johann Ambrosius Barth (Tuberkulose- 
Bibliothek, No, 55). 

> Quoted by Ickert and Benze, 
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FORMATION OF THE CORPUS LUTEUM 


The endocrine influences associated with the events 
of the ovarian cycle are now well known in general 
outline. The paramount importance of the anterior 
pituitary cannot be doubted. Implantation of minute 
fragments of the anterior pituitary in infantile or senile 
animals produces either premature function in the 
former or restored function in the latter, -with ripening 
of the Graaffian follicle and the formation of a corpus 
luteum. The follicle is, from the endocrine point of 
view, concerned with the production of  folliculin 
(oestrin), and the corpus luteum is said to form a 
hormone (progestin) which stimulates the uterine mucosa 
to undergo the necessary proliferation for satisfactory 
nidation of the fertilized ovum. Whilst the view of 
Zondek on the formation of the corpus luteum and 
progestin is that the anterior pituitary is the motivating 
influence, certain other workers have put forward the 
hypothesis that the maturing ovum produces a hormone 
specially concerned with this part of the cycle. In 
some recently published work Zondek has described 
experiments on the bat which he interprets as showing 
that the ovum is not concerned with the formation of 
the corpus luteum. The ovaries of a bat during 
hibernation are functionally inactive, but one or twa 
of the follicles are enlarged. When, in the spring, these 
follicles rupture, the liberated ova are at once fertilized, 
because spermatozoa are present in the uterus and 
have remained there throughout the period of hiberna- 
tion, following copulation which took place before the 
winter sleep. If during this quiescent period anterior 
pituitary hormone (prolan) is injected pregnancy can 
be brought about, since the follicle is thus made to 
rupture. If, however, large doses of prolan are injected 
many more follicles may reach the luteal stage than ever 
occur physiologically. Further, with such doses the 
ovum may not be extruded at all, but be pressed to one 
side by the proliferating luteal cells ; no maturation of 
the ovum will occur, and it may be destroyed. In spite 
of this a functional corpus luteum is formed. Although 
this is suggestive evidence against the hypothesis that 
the ovum is responsible for corpus luteum formation, 
it is not conclusive, since it might be argued that the 
ovum had already produced its hormone before its 
destruction. Zondek, therefore, in his most recent 
paper,! pursues the matter in a more direct way. It 
has already been demonstrated by the English workers 
Fee and Parker that if the pituitary of the rabbit is 
removed within one hour of copulation there will be 
no discharge of an ovum and hence no corpus luteum, 
but if the pituitary is removed more than an hour after 
copulation then a corpus luteum will follow in the 
ordinary way. (In the rabbit ovulation occurs only 
after copulation.) It clear, therefore, that 
copulation leads to a liberation of anterior pituitary 
hormone which in something over an hour is present 
in sufficient quantities to lead to ovulation and corpus 
formation. Zondek, however, goes further. He used 
mature female rabbits, and, choosing a good mature 
follicle, aspirated the follicular fluid and ovum out of 
the cavity and cut away the cupola of the follicle, 
leaving a readily recognizable field. In such ovum-less 
follicles luteinization could be produced by intravenous 


seems 


1 Journ, Physiol., 1934, 1xxxi, 472. 
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injection of anterior pituitary hormone from pregnancy 
urine. Further, in order to exclude any possible 
influence of neighbouring ova, Zondek chose a mature 
follicle and resected all the surrounding ovarian tissue, 
taking care to leave the blood supply intact. The other 
ovary was extirpated and the isolated follicle was freed 
from its fluid and ovum by aspiration. Again, a corpus 
luteum could be produced by injection of anterior 
pituitary hormone (prolan). It thus appears clear that 
the anterior pituitary is responsible not only for 
maturation of the follicle and ovulation, but also for 
the formation of the corpus luteum and hence the 
nidation hormone progestin. But we have still to 
consider what is responsible for the persistence of the 
corpus luteum after fertilization, and its continued 
production of progestin. Indeed, the life and develop- 
ment of the fertilized ovum depend upon this per- 
sistence. It is here that the ovum seems to exert its 
hormone-like influence, for it appears to make the 
anterior pituitary increase its prolan production and 
hence motivate the persistence of the corpus luteum. 
This is probably the rationale of the Aschheim-Zondek 
test for pregnancy. 


AETIOLOGY OF ARTERIAL HYPERTENSION 
Of those who have investigated the causes and treat- 
ment of high blood pressure few will disagree with 
Dr. S. Weiss' that the present state of our knowledge 
of these problems must cause embarrassment and 
humility. For although it is true that hypertension 
has been produced experimentally in animals, and that 
we know of many lesions in man with which it may be 
associated, neither throws much light on the vast 
majority of clinical cases of the symptom. Circulating 
pressor substances, abnormal nervous impulses, and 
local mechanical causes are perhaps the chief groups 
into which suggested causes may be classified. Weiss 
considers the evidence for the first—in which are 
included guanidine, cholesterol, pituitrin, adrenaline, 
thyroid secretion, and lead—as inadequate. The rare 
paragangliomata of the suprarenal medulla, known to 
be associated with high blood pressure, would seem 
to be significant, yet it is held that a direct connexion 
is still undetermined ; and a similar conclusion is reached 
in regard to the basophil adenoma of the pituitary, 
while experiments to test the hypothesis that pituitrin 
is concerned in the high blood pressure of pregnancy 
toxaemia have given conflicting results. Abnormal 
secretion by the thyroid is held to play no part in 
arterial hypertension, yet evidence is accumulating 
which strongly suggests that it does in fact play such 
a part. Some German workers claim that pressor sub- 
stances can be shown to exist in the blood of patients 
with ‘‘ pale hypertension ’’—that is, associated with 
glomerulonephritis, malignant hypertension, and 
eclampsia—by the injection of concentrated extracts 
of such blood into animals ; but other workers, including 
Weiss and his collaborators, have found that pressor 
substances can be isolated trom hypertensive patients 
and normal subjects alike, and Weiss found that the 
most potent extract was obtained from the urine of 
the normals. Alcohol and tobacco, as few would deny, 
are exonerated from blame in the causation of high 
pressure. It is admitted, however, that lead is occa- 


1 Ann. Int. Med., September, 1934, viii, 296. 


sionally responsible. Among the hypotheses implicating 
a disturbance of the nervous regulation of the circula- 
tion there is the suggestion that there may be depressed 
activity of the carotid sinus, as experimental destruction 
of the nervous connexions of the sinus has led to hyper- 
tension in animals. The response to mechanical 
stimulation of the sinus in hypertensives is found, how- 
ever, to be exaggerated rather than diminished, while 
studies of the structural changes in the sinus show no 
correiation between these and the height of the blood 
pressure. Patients with hypertension are often stated 
to have a distinctive type of personality, to be emotional, 
and to have a highly strung, driving personality. 
While this may be true, the exceptions are numerous, 
and there is also the problem as to how far such 
characteristics may be secondary to the hyperiension. 
Thirdly, there are the views based on _ primary 
mechanical changes in vessels increasing circulatory 
resistance, such as excessive sclerosis as an exaggerated 
senescent change, occurring in congenitally hypoplastic 
arterial systems; vascular sclerosis in chronically 
inflamed kidneys ; local vascular changes in the vaso- 
motor centre leading to ischaemia and hyperactivity 
of the centre ; and loss of elasticity in a degenerated 
aorta. A review of our knowledge—or better, perhaps, 
of our lack of knowledge—on the subject of hyper- 
tension appears to show, at least, that not only are 
there multiple factors tending to produce this symptom, 
but that several may be involved in any given case. 
One of the few positive things known is that it tends 
to be a familial condition, and the primary constitu- 
tional characteristics of the patients probably play a 
most important part. Given this primary disposition, 
a number of secondary exciting factors are capable of 
producing hypertension, and at present the only rational 
treatment is the prevention or elimination of these 
factors. 


THE GALACTOSE TOLERANCE TEST 
The liver occupies a unique position among the major 
viscera in that its disorders are betrayed by few 
characteristic signs, and none which in themselves give 
a trustworthy indication of the degree of damage 
sustained or of the prognosis. A dependable test of 
liver function affording such evidence would therefore 
be of great value, and several procedures based on 
various metabolic functions of the liver have been 
proposed for this purpose. The majority of these 
appear to fail because the functions studied can be 
carried on adequately by only a fraction of the normal 
liver tissue ; damage has therefore to be very extensive 
to afford conclusive indications by such means. Of the 
test substances administered galactose has most to 
recommend it, since it is metabolized only in the liver, 
and there with difficulty, while the kidney excretes it 
irrespective of its concentration in the blood. The work 
of Shay and others' showed that the normal liver can 
convert about 40 grams of galactose into glycogen, only 
traces—and in any case not more than 3 grams— 
appearing in the urine ; whereas in liver disease this 
amount may be considerably exceeded. These observa- 
tions are confirmed by K. A. Owen,* who emphasizes 
the value of the test in distinguishing between 


1 Aych. Int. Med., 1931, xivii, 650. 
* Journ. Lab. and Clin. Med., 1934, xix, 1311. 
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obstructive jaundice and jaundice due to hepatitis or 
hepatic degeneration: the average amounts of galactose 
excreted by patients in these respective groups after 
a 40-gram dose were 0.87 gram and 5.22 grams. An 
analysis of his results also suggests that the test is a 
useful guide to prognosis. It appears, therefore, that 
the oldest of liver function tests (for it was first 
suggested by Bauer in 1906) is still perhaps the most 
useful. One of its features is puzzling: if the amount 
of galactose with which the liver can deal is so exactly 
limited, why does not this amount vary with the body 
weight?) In both Shay’s and Owen’s somewhat limited 
series of tests in normal subjects such variation is not 
discernible. 


HEALTH AND THE ARCHITECT 


The catalogue of the present international exhibition 
at the Royal Institute of British Architects reminds us 
that what some acclaim as the loveliest piece of archi- 
tecture of the seventeenth century, the colonnade of 
the Louvre, was designed by a doctor. This was 
Claude Perrault, who achieved success as a physician 
and anatomist, and became a martyr to anatomy, con- 
tracting a fatal infection at the dissecting table. The 
writer might have added that his great contemporary, 
Christopher Wren, was an anatomist before he was an 
architect. Since those times, however, architecture has 
become a distinctive profession, and the doctor’s part 
in planning to-day is chiefly in collaboration with the 
professional architect over hospital drawings and the 
most workable disposition of equipment and services. 
The exhibition in Portland Place is designed to show 
the importance of the architect in an ordered civiliza- 
tion. One section is devoted to planning for health, 
and includes photographs and models of outstanding 
hospitals built during the last ten years. In hospital 
architecture the same note is struck as in modern archi- 
tecture with other purposes. In American hospitals, 
such as the new Cornell Medical Centre in New York 
City, vertical treatment seems to be usually followed, as 
contrasted with a horizontal treatment in England. 
3ut whatever the external impression the prevailing 
principle in hospital design everywhere is that the ward 
is, taken as the unit, and all other sections are disposed 
as the wards dictate. This is only to say that in’ all 
worthy hospital architecture everything is subordinated 
to the healing and comfort of the patient. A number 
of experiments in ward design are exemplified, such as 
the placing of beds parallel with the walls, which has 
the advantages that the patients do not face the light, 
that the radiators are at the foot of the bed, and that 
greater privacy is possible by means of curtains, as 
contrasted with the more usual arrangement with the 
beds at right angles, the chief feature of which is ease 
of supervision. Careful thought is given to the patient, 
again, in such an arrangement as that at the Royal 
Hospital, Wolverhampton, where out-patients, after 
treatment in any of the rooms, leave the building 
without re-entering the waiting hall. One interesting 
exhibit shown in section is a complete unit for the 
Birmingham Hospital Centre, including two sixteen-bed 


wards, four four-bed wards, and six two-bed wards. 


Again, in the views of the Kent and Sussex Hospital 
at Tunbridge Wells one is struck by the singularly clean 
and charming effect in the children’s wards, or in 
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those of the Royal Masonic Hospital at Ravenscourt 
Park by the admirable disposition of the operating 
theatres and sterilizing rooms so as to afford maximum 
ease in administration. Schools also, particularly from 
the point of view of open-air planning, form an inter. 
esting section of the exhibition, and it is extraordinary 
what ingenuity is expended by architects on gymnasiums 
and swimming baths. The exhibition is open free 
until January 3rd, and visitors should take the oppor- 
tunity of seeing something of the new building of the 
Royal Institute, itself an expression of the best archi- 


tecture of the present renaissance. 


ARTICLES FOR THE GENERAL PRACTITIONER 
We publish to-day at page 1059 the first article—on 
the treatment of influenza, by Lord Horder—of a series 
on the management of major medical disorders met with 
in general practice. The writers of these articles are 
men who devote much of their time to the teaching of 
clinical medicine, and our object in inviting their co- 
operation has been to present to readers of the British 
Medical Journal accurate and detailed information on 
current therapeutics. This information should be of 
value both to the young medical man setting up in 
practice for the first time and to the older practitioner 
who wishes to revise his knowledge. It is plain that 
the whole field of medicine cannot be covered in such 
a series, but an attempt has been made to include the 
common conditions and those which, though less fre- 
quent, nevertheless constitute medical emergencies, 
The best means for meeting a need that is felt by a 
very large and important section of the members of the 
British Medical Association has been under considera- 
tion during the past year or two. It was recognized 
that much of what is new in medicine nowadays finds 
its way into print in the numerous specialist journals 
that have sprung up during recent years, and that a 
proportion of what is printed in the B.M.J. and the 
Lancet must necessarily make its chief appeal to 
specialists. The practitioner who reads his journal each 
week from cover to cover—and we are well aware that 
some do so—would no doubt be fully acquainted with 
what is new and keep himself reminded of what is old. 
But art is long and the life of patients short, and the 
spare time of the busy doctor shorter still. While, 
therefore, the scientific standard of the Journal must 
be maintained in fulfilment of one of the primary 
objects of the British Medical Association, it is proposed 
in this and later series of articles to adopt a more 
pragmatic attitude towards medical knowledge, and to 
try in a practical manner to keep supple the backbone 
of the medical profession—the G.P. 


We are asked to state that the third informal Con- 
ference of Cancer Research Workers, organized by the 
3ritish Empire Cancer Campaign, will take place on 
Wednesday and Thursday, December 12th and 13th, 
at the rooms of the Medical Society of London, Chandos 


Street, W. An informal dinner will be held at the 
Langham Hotel on the evening of Wednesday, 


December 12th. Further information may be obtained 
on application to Mr. Cecil Rowntree or Dr. R. G. 
Canti, joint honorary secretaries of the organizing com- 
mittee, at 12, Grosvenor Crescent, S.W.1. 
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ARTHUR BALDWIN DUEL: OPERATIVE TREATMENT OF FACIAL PALSY i 
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SHANKS: THE STOMACH AND DUODENUM 


COCHRANE 


Normal s-ray appearance 


Male (60), 21/9/33. 
Note satisfactory control of efflux. 


after Polya-Lake. 


Gastfo-jejunostomy 
Symptoms recurred in two 
X-ray examination shows large jejunal ulcer 


Male (47), 12/1/33. 
for duodenal ulcer in 1912. 


Fig. [1.—Male (21), 17/10/33. Normal a-ray appear- 
ance after gastro-jejunostomy for duodenal ulcer in 1929. 


Fic. V.—-Male (45), 18/12/33.  Gastro-jejunostomy 
for gastric ulcer in 1913. Laparotomy in September. 
1933. for jejunal uleer. Anastomosis undone. Barium 
meal shows the stoma to be closed, gross irregularity of 
= pyloric antrum and duodenal bulb, and a duodenal 
fleus. 
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AFTER OPERATION 


Male (49), 15/12/32. 


obstructing the efferent limbof the jejunal loop. Duo. 
deno-jejunal ileus results. 


jejunostomy complicated by peri-anastomotic gastritl 
Slight stomal stenosis and well-marked jejunitls. 
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S. E. TANNER AND A. L. McCURRY : UVEO-PAROTID TUBERCULOSIS 


Fig. 1.—-Case 1. Radiogram showing enlarged lymphatic glands in the 
mediastinum. 


FIG. 3.-Case 2. Photomicrograph of section of parotid gland showing 
areas of tuberculous granulation tissue with giant cells and endothelial 
cells, but no caseation. 


Fig. 2.—Case 1. Radiogram showing appearance one year later. 


Fic. 4.—Case 2. Photomicrograph of section of parotid gland 
higher magnification, showing two giant cells and endothelial cells. 
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STANLEY J. HARTFALL AND LESLIE N. PYRAH: MEDIASTINAL AND APICAL EMPYEMA 


Fis. 1 Radiogram showing subapical and mediastinal Fig. 2.—-Six days later, showing satisfactory drainage, Fie. 3.——Thirteen days later, showing apical loculus almost 
shadows, taken on eighth day. apical shadow and reduction in size of mediastinal shadow. drained and mediastinal shadow shrunk to a narrow strip 
J. S. MANSON: HEREDITARY SYNDACTYLISM AND POLYDACTYLISM 
= 
‘ b 
: 
Ash 
: Fie 1. -Showing digital 
5 abnormalities Of mother and 
three children. 


FIG. 2. Radiogram of 
“Ws” hands, showing web- 
bing of third, fourth, and 
fifth digits, and fusion of third 
and fourth metacarpal bones. 
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TREATMENT IN 


GENERAL PRACTICE 


This article is one of a series on the management of some of the major medical disorders met 
with in general practice 


THE TREATMENT OF INFLUENZA 


BY 


LORD HORDER, K.C.V.O., M.D., F.R.C.P. 


Preventive Treatment 

Against epidemic waves of incidence of the disease we 
have as yet no remedy. Nor have we any means of 
lowering the susceptibility of the individual against being 
attacked. It is commonly held that to maintain a high 
standard of general health is a safeguard, but in the 
epidemic of 1918-19 the incidence of the disease was 
higher in young adults and adults than in children and 
the elderly, as also was the mortality ; nor did persons 
of apparently poor physique seem to suffer so much as 
the apparently robust. The virus of influenza, in other 
words, unlike tubercle and the more chronic pyogenic 
infections, does not attack only, or even chiefly, persons 
of low general resistance. 

Specific measures of inoculation, or of passive im. 
munization, are not available as yet. By analogy with 
other virus infections the serum of convalescent patients 
may possibly be of protective help, but efforts in this 
direction lie with future epidemics. The only form of 
prophylaxis so far available is inoculation against the 
secondary infections of the disease. These are, however, 
of great importance, and such inoculation is to be recom- 
mended. Of the various formulae used, one which is 
made up in the proportions 2:1:1:1 for B. pfeiffer, 
pneumococcus, streptococcus, and M. catarrhalis respec- 
tively, is perhaps the best ; but the composition of a 
vaccine of this kind should be adapted to the prevailing 
epidemic. From 25 to 1,000 millions of such a vaccine 
may be given, in graduated doses, at intervals of three 
clear days. 


Curative Treatment 

Immediately the diagnosis is made—or even before this, 
because the sudden onset of fever, with or without 
respiratory symptoms, is unlikely to carry diagnostic con- 
viction during the first two or three days, unless an 
epidemic be prevalent—the patient is confined to bed. 
The room should be as airy as possible and, by pre- 
ference, warmed by a coal fire. A free current of air 
is probably the most important single point in the whole 
treatment. If both ventilation and warmth cannot be 
obtained at the same time, then give preference to 
ventilation. The bed should be placed as near the centre 
of the room as possible, and all articles of furniture that 
are not required for nursing, and all bric-a-brac, should 
be removed from the room. 

The bedclothes demand special attention. The amount 
of them is to be determined by the height of the thermo- 
meter, not by the patient’s sensations. This is a cardinal 
point, and nurses scarcely ever understand it unless it 
is explained to them. Quilts and bed-covers are dis- 
allowed. If the pyrexia is persistently high the cradle 
method of control, formerly so useful in typhoid fever, 
is excellent. Frequent sponging is also of help in reducing 
fever ; it adds considerably to the patient’s comfort and 
tends to induce sleep. The temperature of the water 


used is to be adjusted to the height of the fever. 


Diet and Drugs 


The diet should be restricted to warm liquids, given 
every two hours by day and every four hours by night 
if the patient is awake. The total intake of liquid should 
not be less than four pints in twenty-four hours. The 
drinking of plain water, cold if preferred, is to be 
encouraged. ‘‘ Feeding up’’ is to be deprecated. In 
most cases alcohol is unnecessary. The bowels are opened 
by a double dose of the patient’s customary aperient ; 
if there be none, give calomel in 1/4 grain doses hourly 
for four or six doses, and follow this by a saline draught. 

There is no specific drug. Aspirin and Dover’s powder, 
given in doses of 5 grains of each and repeated at intervals 


-of six hours, for four to six doses, help to control the 


fever and allay the headache and general discomfort. 
(Alternatives are ammoniated tincture of quinine in half- 
ounce doses or salicin in 20-grain doses, at the same 
intervals.) If the headache is severe and is not relieved 
by these measures give a mixture of phenacetin, caffeine, 
and antipyrine, 3 grains of each, every three hours for four 
doses. In the case of all drugs a draught or a powder 
should be ordered, not tablets. When gastric symptoms 
are troublesome a mixture of sod. bicarb., sod. sulphocarb., 
and bismuth oxycarb., 5 grains of each, with glycerin of 
carbolic acid 10 minims, in peppermint water, may be 
ordered four- or six-hourly. If vomiting is present reduce 
feeds to a minimum, giving rectal salines with glucose 
10 per cent., and order 1 minim of tinct. iodi in a tea- 
spoonful of water hourly for six or eight doses. 

In the majority of severe cases respiratory symptoms 
are present. Treatment is then as for acute bronchitis: 
temperature of room not below 60° F. ; a lightly made 
“pneumonia jacket ’’ ; an evaporating liniment such as 
lin. camph. et terebinth. equal parts ; and a “‘ sedative 
expectorant,’’ such as ammon. chlor. 5 grains, vin. ipecac. 
5 minims, tinct. scillae 5 minims, tinct. camph. co. 
10 minims, syr. pruni virg. 20 minims in water, six- 
hourly. For the cough, if this be persistent and exhaust- 
ing, as is not seldom the case, order an inhalation of 
tinct. benzoni co., and spray the upper air passages with 
2 per cent. each of chloretone and menthol in paraffin, 
adding cocaine 1/2 per cent. if necessary. A linctus, such 
as syr. cocillanae co., or syr. codeinae, or tinct. terp- 
heroin, may also be tried. Failing these measures—and 
the cough may be very intractable—order a mixture of 
ammon. brom. 20 grains with syr. chloral 20 minims and 
bromoform 1 minim in aq. glycyrrhizae every two hours 
for four doses. 

Sleeplessness calls for a revision of the general measures 
(v.s.): ventilation, hydrotherapy, diet, etc. Alcohol may 
now be useful, especially in elderly subjects. Try first 
a draught of ammon. brom. 20 grains with one drachm of 
syrup of chloral. If still troublesome, order paraldehyde 
in one-drachm doses, with tinct. quillaiae and tinct. aurantii 
20 minims of each to cover the taste. Or give a hypo- 
dermic of 1/4 grain morphine with 1/120 grain atropine. 
The barbiturates are better avoided. 

If heart failure threatens alcohol is indicated, and is 
best given as brandy, in half-ounce doses every four hours 
in water. It is better not to mix it with the feeds. 
Supplement this by strychnine 1/60 grain twice during the 
day and coramine (synthetic camphor) 1 c.cm. twice 
during the night. Suprarenal solution (1 in 1,000) 0.5 c.cm. 
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may be substituted for either of these. If the condition 
remains serious give an intravenous injection of strophan- 
thin 1/250 grain in 15 minims of sterile caline solution 
with an ordinary hypodermic syringe, and repeat this in 
six to eight hours’ time. 


Convalescence 

Convalescence must be watched with care in all cases, 
even in those which do not give much concern during the 
active stage of the disease. The patient must not be 
allowed out of bed until the pyrexia has ceased for at 
least four days. In cases of longer duration than a week 
this period of recumbent rest after the fall of the tem- 
perature should be extended. The state of the heart and 
the pulse rate must be carefully noted, and any failure 
to respond satisfactorily to the initial trial of physical 
effort must be met by further rest. The diet may be 
now increased, and mild tonics and haematinics may be 
ordered, but strong stimulants, whether cardiac or nervous, 
are usually contraindicated. 

A complete overhaul, especially in regard to the heart, 
lungs, and nervous system, should be undertaken a week 
after the patient gets up, and again a month later. By 
these means, and by appropriate measures of treatment 
if any disturbing feature be brought to light by the 
examination, many of the tiresome sequelae of the 
disease may be avoided. 


OBSTETRICS IN 


THOMAS, F.R.C.S.Ep., M.C.O.G. 


MEDICAL OFFICER TO HIS LATE HIGHNESS MAHARAJAH JAMS‘\HEB 
OF NAWANAGAR 


INDIA 


CPUEF 


Much has already been wr:.tten on the subject of obstetrics 
in India. The mortality rate, both among mothers and 
among newborn children, always finds a place in every 
census report, and that these rates are very high is well 
known. Attempts are invariably made to reduce them to 
percentages, but such statistics are at best only approxi- 
mate, for several reasons. Stringent rules as to the proper 
notification of the cause of death are the exception rather 
than the rule. There is no legal necessity for a medical 
certificate. Thousands of deaths occur annually without 
the attendance of a medical practitioner. The supply of 
dectors is grossly inadequate to the popu'ation, medical 
advice being therefore the exception. Even where such 
advice has been availab'e, no certificate is asked. Crema- 
tion or burial takes place as soon as possible, and no 
question arises unless there are susp cious circumstances, 
which might often escape notice. In most instances death 
is notified by a relative, who makes his own diagnosis, 
or the cause is inferred from his statement. Such hap- 
hazard methods render all statistics unreliable. 

Tae the case of a woman who dies of puerperal fever 
ten days after her confinement. Her husband would say 
she died of fever, and make no reference to the confine- 
ment at all: the body will have already been cremated, 
and the ashes scattered to the four winds or thrown into 
the river. Post-mortem examinations are extremely rare, 
and are undertaken chiefly by police request in cases of 
suspected foul play. I often tried to obtain permission 
for a post-mortem, but never succeeded once in six years. 
it was looked upon as a desecration of the dead. The 
cause of death mattered nothing, and the interests of 
science still During my six years in Jamnagar, the 
deaths regularly exceeded the births to judge by the notifi- 
cations, and yet at the census the population was found to 
have increased by many thousands. Obviously this could 
not have been entirely due to immigration. Exact figures 
are therefore an impossibility. Those available must be 
looked upon as erring on the low Comparisons 
between different parts of India are equally impossible. 
All one cin do is to accept the statement that maternal 
and infant mortality reach limits which can only be 
described as colossal. 
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Hospital Facilities 

In this paper I propose to give a short résumé of the 
conditions as I saw them in a State the population of 
which was roughly 450,000 and the area 3,500 square 
miles. During the last four years it had a women’s 
hospital, into which many labour cases were admitted 
from all parts of the State. During the first twelve 
months the female hospital was not open, and confine. 
ments were only rarely admitted, and then into the male 
hospital. This fact, together with a complete absence 
of any nursing staff, is quite sufficient to account for the 
small number of female admissions. The following year, 
1928, I opened and equipped the female hospital, 
engaged the services of a very ab‘'e and painstaking lady 
doctor, a graduate of Bombay University, and began to 
collect a staff of nurses, the nucleus being four Indian women 
with Bombay Presidency Nursing Association certificates, 

I had, six months before, started a women’s Clinic 
spending three mornings a week there myself. Up to this 
t.me I knew it was an almost unheard-of thing for Indian 
women to permit examination by a male doctor, and I 
was prepared to encounter great difficuity in this respect, 
I found, however, that with a little persuasion most of them 
were quite sensible, and the clinic rapidly became popular, 
After a while, refusal of an examination became a rarity, 
The number of women attending was often thirty to 
forty, which proved the necessity of the clinic. Naturally, 
when the lady doctor took over, the numbers rose rapid.y, 
so that two years later I had to engage a second lady 
doctor. 

It might be thought that in Jamnagar, with a women’s 
hospital ready to receive labour cases at any hour, and 
an ambulance service which I had organized about the 
same time at the disposal of the public at a moment's 
notice, no woman should be in labour for more than a 
day or two w.thout receiving assistance. This was 
actually far from being the case. It was many months 
before the public would take advantage of the hospital 
to any extent at all. I often admitted women whose 
confinements had been in progress for three or four days 
but whose homes were within a mile or two of the 
hospital. The first year the women’s hospital was open 
the total confinements amounted to about twenty-five, 
Most of these were cases of delayed labour brought in 
by ambulance from neighbouring villages. The number 
from Jamnagar itself was very small. The next three 
years saw considerable improvement, and over 150 cases 
were admitted in 1932-3. 

There was obviously some very strong influence at 
work, preventing the women from taking advantage of 


the facilities offered. A'l food, dressings, drugs, and 
accommodation were free, and there was a full and 


properly trained staff. And yet there was this great 
unwillingness to come into hospital. For the first year 
or so cases came in only as a last resource. I concluded 
there were three main reasons for this. First came the 
purdah system, with its ingrained mistrust and dislike of 
allowing women to leave the shelter of their own homes. 
It mattered not at all that these homes were often squalid 
and insanitary in the extreme, and that the hospital was 
a palace in comparison. The purdah system also pre- 
cluded the attendance of a male doctor on the unfortunate 
woman, so that she was from first to last in the hands of 
that menace to the pregnant woman in India—the ‘‘ dhai,” 
or native midwife. And the dhai was the second reason 
why women were so long availing themselves of their 
opportunities. The third was a fatal apathy on the part 
of the people themselves, by whom I mean the relatives. 
Life is cheap in India, and wives, I suppose, easily 
Native Midwives 

The part played by the dhais needs more consideration, 
These women are responsib'e for most of the sepsis and 
suffering borne by the women of India. Members of the 
lowest class, outcaste and unclean, they are ignorant of 
all knowledge of midwifery, and dirty in the extreme. A 
woman in labour is cons‘dered in India to be unclean, and 
so, by a process of perverted reasoning, must only be 
attended by another unclean woman. For the same 


reason all clothes used for the confinement are the dirty 
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remnants of the house which cannot be used for any 
other purpose. Antiseptics and clean hands are not part 
of the armamentarlum of the dhai. The only qualification 
necessary, as far as I cou'd gather, was membership of the 
outcaste community which always did this unclean work. 
[ suppose they were taught their trade by their mothers, 
who were dhais before them. As no dhai ever had any 
knowledge of the mechanics or pathology of labour, the 
true worth of any teaching can readily be assessed. So 
far from being a help to their chents, they were the 
reatest danger imaginable. Cases which, if left to them- 
selves, might have had a normal labour, were infected 
by the interfering dhai, and their chances damned from 
the outset. She fails almost inevitably to recognize an 
abnormal presentation, until, perhaps, an arm or a leg 
presents at the vulva. If no such outward or visible 
sign affords a warning that all is not well, then only the 
lapse of time or the obviously critical condition of the 
woman serves to bestir the relatives. Even if the dhai 
realizes that something is amiss, I strongly suspect that 
she will conceal the fact in the vain hope that ‘‘ time ”’ 
will right matters and save her prestige. 

The presenting of an arm or a foot does not always mean 
that help is sought at once. The dhai will seize the 
presenting part and endeavour by main force to deliver 
the child. It was no rarity to admit cases in wh-ch an 
arm had come down twelve hours before, this interval 
having been well utilized by the dhai in attempts at 
forcible traction till the arm was almost denuded of skin. 
I have known a transverse presentation which the dhai 
had endeavoured to terminate by passing a hook into the 
uterus in an attempt to drag the foetus out by whatever 
part the hook engaged around. No attempt had been 
made to sterilize the hook. In another case the dhai had 
attempted to deliver the child by hand, and on admission 
the woman had a complete perineal rupture extending 
into the rectum, the vulva being nothing but a mass of 
bruises and oedema. The child was still undelivered. 
Several cases came in moribund but undelivered, with 
their babies already dead and mutilated in this way. 
Cases of placenta praevia were sometimes allowed to bleed 
for hours before assistance was sought. When the dhai 
became ‘‘ active’’ and resorted to means of hastening 
labour, the chances of her patient recovering rapidly 
receded. One favourite method of increasing labour pains 
is to place a ball of native medicine in the vagina, as 
near the cervix as possible. This ball is made up of 
irritant substances rolled together with bits of string or 
old cloth, the whole being about the size of a small 
orange. Other means were employed at the same time, 
such as kneading and thumping the abdomen with the 
fists, or even treading it with the bare feet. 


Conditions Met With 


Under such appalling conditions, how can the mortality 
be anything but incredibly high? And if the victim 
survives, what wonder that pelvic infection and uterine 
displacements are the lot of most of them? 

Puerperal fever is the natural outcome of such a state 
of affairs. It was always of a severe type. Many of the 
cases were ill nourished, the subjects of chronic malaria, 
and had little power of resistance. In addition, tetanus 
was a much-dreaded sequel, even in the so-called normal 
labour. The mortality was considerable, in spite of the 
most radical treatment. In this connexion it must be 
noted that cases were often not brought to hospital for 
several days after the disease was fully developed. Their 
chances of recovery were correspondingly small. Those 
brought in early often did well. Tetanus developed in 
one or two cases delivered in hospital, and it was im- 
possible to say whether infection was conveyed in their 
own homes or in hospital. 

Of the primary causes of malpresentation, immature 
development of the mother plays a large part. The 
custom of early marriages is responsible for this, though 
Nawanagar State is not so culpable in this respect as 
other parts of India. I have, however, seen a girl of 
15 years delivered of her second child, the first being still 
at the breast. Luckiiv for the Indian mother, the average 
size of a full-time child is in my experience less than that 


of the European. The head is decidedly smaller, the 
trunk slimmer ; and these two factors have, I feel sure, 
saved the lives of countless child-mothers. One does see 
babies of eight or nine pounds, but they are the exception. 
If a child of this size falls to the lot of a wife of 14 years, 
what save trouble can result? 

The natives’ habit of using the hospital for their con- 
finements in preference to their own homes was very slow 
to develop. Custom dies hard, and I am sure that the 
grandmothers and aunts had a great influence in keeping 
the mothers at home. But I am equally certain that, 
given time and proper facilities, these customs can be 
broken down. It was an interesting fact that the class 
which took greatest and earliest advantage of the hospital 
were the Borah Mohammedans, who really looked upon 
it in the proper light, and often made arrangements for 
accommodation beforehand. I remember a Borah girl 
with a generally contracted pelvis, whose first baby was 
delivered in Calcutta by craniotomy, and for whom I did 
a Caesarean section. Her delight at having a son was 
unbounded. A year later her husband informed me she 
was again pregnant, and asked me to do another Caesarean 
at the appropriate time. This was done in due course, 
with like success. She became quite a heroine to her 
community, and deserved all her glory. There is a real 
dread of surgery in India, and for a woman to brave the 
ordeal twice was indeed a triumph. Apropos of this fear 
of operation, I had far less difficulty to persuade the 
relatives to agree to a Caesarean section than I had in 
cases of other operations. There is a great anxiety for 
male children among all classes, and the woman who 
presents her husband with a male child at the first 
attempt is fortunate indeed. 

From the above it will be seen that midwifery in India 
is often of the ‘‘ heroic ’’’ type. The difficulty of dealing 
with neglected abnormal presentations, where labour had 
been in progress for many days, all the liquor amnii 
drained away, and the uterus tightly contracted on the 
child, can be well imagined. The risk of rupture of the 
uterus in any attempt at turning was ever present, and 
the condition of many of the patients on admission was 
grave from the commencement. And yet it was amazing 
hew some, provided they did not develop septicaemia or 
tetanus, would recover. 

It is only to be expected that chronic pelvic infection, 
injuries to the pelvic floor, and uterine displacements are 
very common. While managing the women’s clinic prior 
to the advent of the lady doctor, I examined hundreds 
of women, and found that the bulk of them suffered from 
one or other of these complaints. Sterility, both absolute 
and relative, was common, the first due to venereal in- 
fection soon after marriage, the second to puerperal sepsis. 
Such infections were responsible for many abortions and 
miscarriages also. The ideal of curing husband and wife 
of a gonorrhoeal infection at the same time is almost an 
impossibility in India. The husband will not submit to 
treatment, or even to examination. 

The number of quite young girls found to be suffering 
from some form of uterine displacement was very striking. 
It was sad to see, as I often did, a girl of 15 or 16 with 
a retroversion and early prolapse. To persuade the 
patient to allow operative treatment was, however, a 
difficult problem, unless there was backache, menorrhagia, 
or other attendant symptom. 


Conclusion 


The foregoing notes show a little of the problem of 
maternal mortality and morbidity in India. In the course 
of a debate in Parliament on Public Health Administration 
in India, Miss Rathbone quoted the Indian Census Report 
of 1931 as stating that ‘“‘ present conditions in India 
resulted in 200,000 deaths of women in childbirth every 
year, and in 100 out of 1,000 girl brides dying in child- 
birth before they finished their period of child-bearing.’’ 
This paper endeavours to show some of the causes at the 
bottom of such an appalling state of affairs. 

The task of providing a remedy seems almost super- 
human. Provision of skilled help and the education of 
the people to take advantage of that help is, of course, 
obvious. With regard to the dhai, the scheme of training 


| 
| 
| 
1 of | 
: | 
en's 
tted 
elve | 
fine- 
nale 
ence | : 
the 
ear, 
: 
ady 
1 to a 
nen | 
es, 
nic, 
; 
lian 
: 
ect. 
lar, 
ity. | 
to 
lly, 
: 
n’s 
and 
the | 
nt’s 
na 
was 
ths 4 
ital 7 
jose 
ays 
the | 
pen 4 
ve, 
in 
ber | | 
ree | 
Ses 
at | 
of 
ind 
ind | | 
ear | 
led | | | 
the F 
of | 3 
es. 
lid 
vas | 
Ire- | 
ate 
of | | 
| 
| 
son | 
\eir 
art 
es. | 
ily 5 
on. 
nd i 
the | 
of 
| 
nd | | 
be | 
rty 


Dec. 8, 1934] 


the existing dhais has, I know, been tried. In my opinion 
it cannot attain much success. A woman of this type, 
slave for years of the dirty customs of her class, cannot 
be expected to throw aside the habits of a lifetime and 
imbibe the necessary knowledge of asepsis and midwifery of 
which she is at present totally ignorant, and to which she is 
by nature opposed. However earnest and sound the 
training may be, she will relapse inevitably into her old 
ways. The better plan would be to take fresh material, 
from a better c'ass, and train them when they are young ; 
they would then have no fixed notions to get rid of. Such 
material is to be found among the widows of India, whose 
number ?s legion. If a scheme for the training of some 
of the countless child widows in the principles of nursing 
could be formulated, it would serve the double purpose 
of providing the Indian mother with the trained help she 
now lacks, and at the same time of providing thousands 
of women with occupation and a means of livelihood who 
are at present nothing more than unpaid drudges, and 
whose lot is surely as unenviable as any in India. They 
cannot remarry, have little prospect of any happiness in 
life, and are a drag on their families. Why not convert 
them into useful members of society by making them the 
medium through whom the lot of their sisters—the mothers 
of India—can be ameliorated ? 

At the same time the people will have to be taught 
that a woman in childbirth is not the ‘‘ unclean ’’ creature 
she has hitherto been considered, but is someone worthy 
of that care and attention in her trials and tribulations 
which should be her right, and whose need is truly great. 


IMPERIAL CANCER RESEARCH FUND 


Fhe eleventh Scientific Report of the Imperial Cancer 
Research Fund, which has just been published, is fully up 
to the standard of its predecessors, both as a record of 
experimental work and in respect of its excellent illus- 
trations. 

The first three papers, by Mr. Foulds, deal with filterable 
tumours of the fowl and with autoplastic transplantation 
of the thymus in the same bird. The general conclusions 
drawn from the experimental work support the view that 
these filterable tumours are distinct pathological entities, 
with individual characteristics as well marked as those of 
ordinary mammalian transplantable tumours. Alterations 
in these tumours have been shown to be of merely a 
temporary nature, and attempts to propagate adventitious 
abnormalities in succeeding generations have not been 
successful. The experiments are of great interest, not 
only from the point of view of the specific character 
oi the neoplasm-forming filterable virus, but as affording 
additional evidence of the importance of tissue reactions 
and consequent modifications of the tumour. In the 
experiment under consideration, however aberrant any 
particular growths appeared to be, yet on attempts to 
propagate them in different birds reversion to the normal 
type was always the result. 


DIETETIC EXPERIMENTS WITH LIVER 

The two following papers are by Dr. A. F. Watson, 
and deal with the effect of adding fresh liver to the diet 
of mice treated with carcinogenic tar. It had already 
been shown (1927-32) that ‘‘ any foodstuff whose in- 
clusion in the basal diet improved the general condition 
of the animals as shown by their appearance, increased 
life spans and rates of growth, also produced the same 
efiect on the rates of growth of the benign and malignant 
tissues. Conversely, any food supplement which adversely 
affected the general condition of the animals decreased the 
rates of growth of the tumours.’’ It is, of course, a well- 
recognized fact that transplanted tumours grow best in 
young, well-nourished animals, while the rapid growth of 
human cancer when it attacks young, well-developed 
subjects is among those unfortunate clinical experiences 
with which we are all only too familiar. The well-known 
haemopoietic powers of fresh liver doubtless suggested its 
selection as an addition to the ordinary basal diet of 
mice treated with tars known to have carcinogenic pro- 
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perties. With the addition of fresh ox-liver to the diet 
it was found that the warts appeared earlier and jn a 
greater number of animals than when they were fed on 
the standard diet, to which no such addition had been 
made. The results indicate the possibility of experiment. 
ally modifying the susceptibility of tissues to the develop. 
ment of malignancy when they are subjected to the action 
of a carcinogenic agent. The liver feeding, while it causeg 
an increased number of benign warts to appear earlier 
than in control animals, had no effect upon the rate of 
development of malignancy once the benign warts had 
made their appearance ; the number of warts becoming 
malignant was, however, increased. The author concludes 
from his experiments ‘‘ that the development of a benign 
hyperplasia and the subsequent development of malig. 
nancy at the site of this hyperplasia are conditioned, 
partly at any rate, by different factors.’’ 

In the succeeding paper Dr. Watson gives the results of 
some further experimental work upon the same subject, in. 
cluding the observation that the factor or factors in fresh 
liver which are responsible for the increased wart and neo- 
plasm formation are comparatively heat-stable. Of con. 
siderable interest is the fact that preparations of hog’s 
stomach—stated by the manufacturers to have given good 
clinical results when administered to patients suffering 
from pernicious anaemia—caused no increased tumour 
formation in mice. Unfortunately, series. of 
experiments, the mortality among the experimental 
animals was heavy, gastro-intestinal infections — bein 
responsible for a large number of deaths. The author's 
conclusion was that the results obtained gave ‘‘ no support 
to the possibility of identifying the factor responsible for 
the effect on carcinogenesis with the haemopoietic factor.” 

It is unnecessary to comment on the great. scientific 
interest of these conclusions if they are corroborated by 
further work. Little by little the various organs of the 
body are gradually being made to yield up secrets of their 
activity, which had not only been unrecognized but 
entirely unsuspected. 


MICRO-INCINERATION STUDIES 


The sixth communication in the report is by Dr. E. §. 
Horning, and deals with ‘‘ Micro-incineration Studies of 
the Tar Tumours of Rodents.”’ Although the method of 
micro-incineration was introduced in 1924, it is probably 
not very well known to most of our readers. The object 
of the process is to burn off the organic part of the tissues 
under examination and to leave the mineral constituents 
in situ, so that their disposition can be examined micro- 
scopically. For the purposes of these experiments portions 
of tumour tissue were fixed and embedded in_ paraffin. 
Serial sections were then made, of which some, when 
stained in the ordinary way, served as controls ; while 
others were incinerated in an electrically heated quartz 
oven, the final temperature being of the order of from 
625° to 650°C. Special optical apparatus was necessary 
for the examination of these incinerated sections, and their 
microscopical appearance is well shown in a series of plates, 
together with their corresponding non-incinerated controls. 
As shown in these reproductions the appearance of the 
incinerated sections suggests that seen in microscopical 
sections of fossilized plants, though in these, of course, 
the carbonaceous elements are still often present. 


RADIUM 


The next paper, also by Dr. Horning, forms one of a 
group of six, written by different authors, in which 
different effects of the action of radium are considered. 
Dr. Horning’s paper deals with the action of radium on 
the inorganic structure of tumour cells as shown by micro- 
incineration. The method of irradiation calls for special 
comment. The radium applicator employed was appat- 
ently the same as that used in other experimental work 
described in this report and its predecessor, its content 
being equivalent to 58 mg. of radium element. |The 
thickness of the silver screen used is not specified in the 
present paper, but a later reference (p, 128) makes it prob- 
able that the thickness was 0.18 mm. of silver. Such 
being the case, it is clear that a large proportion of 
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8 radiation and of the y rays, which are screened off in 
most ordinary clinical practices, are allowed to pass and 


to exert their effect. Since the epoch-making work of 
Dominici in France, the tendency in the clinical use of 
radium has been to increase the thickness of the filter, so 
as to allow only the most penetrating y rays to reach the 
tissues. At the present time filters of 0.5 to 1 mm. of 
platinum (or its equivalent) are those which are commonly 
employed. 

In experimental work, however, the use of 8 and soft y 
radiation has a very important application in many cases ; 
since the intensive local action of these rays often gives 
an indication of the direction in which the effects of hard 
y and penetrating x rays are to be sought. In the piece 
of work now under consideration it is the effect of both 
8 and the softer y rays, as well as that of the hard y rays, 
which is being studied. The results are very interesting, 
inasmuch as within eight hours after radiation an increased 
cytoplasmic ash is recorded, while the maximum increase 
of mineral salts occurs on the sixth day, a time at which 
marked degeneration is apparent under the above-men- 
tioned conditions of irradiation. This certainly corrobo- 
rates the view that one of the actions of radiation is an 
alteration in the permeability of cell membranes. 


Dr. CRAMER’S WorK 


In the three followirg papers Mr. Crabtree and Dr. 
Cramer deal with the effects which changes in environment 
have with the susceptibility of cancer cells to radium. In 
the second of these the combined effects of hard 8 and 
mixed y radiation are considered, while in the third y 
radiation only was used, an additional filter of 0.7 mm. 
of lead, together with the glass bottom of the container, 
being interposed between the experimental tissue and the 
source of radiation. Broadly, the results indicate that 
inhibition of the respiratory function produces increased 
radio-sensitivity. A further communication by Mr. Crab- 
tree deals with the action of bicarbonate- and phosphate- 
buffered media in producing changes in metabolism and 
radio-sensitivity. ‘‘ The Therapeutic Action of Radium on 
Spontaneous Mammary Carcinomata of the Mouse ”’ is the 
title of Dr. Cramer’s next paper. The use of the word 
“therapeutic ’’ in this connexion manifestly suggests a 
comparison with the methods of radium therapy used in 
human beings, and the first point to be noted occurs in 
the introduction (p. 127). Here it is said that ‘‘ the 
therapeutic action of radium on malignant new growths 
is a purely local one and restricted to the irradiated area. 
It has no influence outside that area.’’ The second point 
is the statement (p. 123), ‘‘ There is no evidence that 
malignant cells, as such, are more sensitive to radium 
than the cells of many normal tissues.’’ Both statements 
are based upon previous work by Dr. Cramer, and pub- 
lished in the report for the year 1932. As they stand 
we entirely disagree with them. If they be altered so as 
to say that ‘‘ under the experimental conditions of radia- 
tion employed whereby there was an intensive local action 
of 8 and of the softer y rays, there was no evidence of any 
immunity (or other) reaction outside the area irradiated, 
nor was any difference between the radio-sensitivity of 
normal and neoplastic cells observed,’’ nobody is likely to 
dispute the conclusions. The point is that the experi- 
mental conditions are entirely different from those used 
in modern therapy, where the most penetrating * and y 
rays alone are utilized. Those who claim the existence 
of immunity as a sequel to irradiation of tumours insist 
strongly, not only that the dose must be very accurately 
given, but that the radiation employed shall only be those 
of distinctly ‘‘ hard’ (or penetrating) character. They 
further hold that any factor altering the growth of tumours 
in any other part of the body is the product not of cel!s 
rapidly destroyed by 8 and soft y radiation, but of injured, 
slowly degenerating cells before they die. In short, of such 
an injury as may be caused by highly penetrating radia- 
tions. 

Similar remarks apply to the radio-sensitivity of normal 
and neoplastic tissues. It is expressly held that this is 
specially manifested by using the most penetrating types 
of radiation. It is rather curious that in the literature 
appended to these papers no reference is made to any 
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ments are so fundamentally different that it is impossible 
to establish any comparison between them. 


OTHER PAPERS 


The two remaining papers are by Dr. Ludford. The 
first deals with the structure and behaviour of the cells 
in tissue culture of tumours, while the second concerns 
the reaction of gormal and malignant cells to fat-soluble 
coloured compounds which are insoluble in water. Both 
papers are of the high standard of excellence which we 
have learned to expect from their author, but are perhaps 
of rather too purely technical a character for those who 
are not intimately acquainted with this phase of experi- 
mental work. Everybody is, however, keenly interested 
in any specific difference which can be demonstrated or 
suggested between the normal and the neoplastic cell, 
and Dr. Ludford’s final conclusion may thus appropriately 
find place here: it is that ‘“‘ these results suggest that, 
although malignant cells are readily permeable to fat- 
soluble substances, they are less permeable to water- 
soluble compounds than normal cells. The tentative 
explanation is that the plasma membrane of malignant 
cells is relatively rich in fatty substances.” 

In addition to the main report there is a supplement 
written by Mr. Foulds: this is a critical review of the 
filterable tumours of fowls. The whole subject is care- 
fully examined in a comprehensive essay of little more 
than thirty pages, while an extensive bibliography covering 
nearly eight pages forms a fitting conclusion to a survey 
which is as excellently brief as it is interesting. 


Scotland 


Edinburgh Royal Infirmary 


At the annual meeting of the Royal Infirmary League of 
Subscribers on November 29th Professor G. Lovell Gulland 
spoke of the valuable help which was given by the League 
to the funds of the Infirmary. This institution, he said, 
was always working at high pressure, and last year had 
dealt with 18,943 in-patients. The out-patient depart- 
ments were also as full as they could be, and strenuous 
attempts had been made to reduce the surgical out-patient 
clientele by referring patients back to their national health 
insurance doctors instead of allowing them to return to the 
Infirmary for all dressings, as in the past. In spite of this 
the out-patients had numbered 66,000, and there had been 
over 381,000 attendances. The waiting list for the wards 
was still nearly 3,000, and consideration had been given 
to the question of some scheme of co-ordination, whereby 
more could be done to distribute patients to other 
hospitals. There were in Edinburgh several municipal 
hospitals on a somewhat different basis from the Royal 
Infirmary, but still it ought to be possible to effect co- 
ordination with these, and so to lessen the waiting list 
and to keep more up to date. Ways and means were 
also being considered of getting increased subscriptions 
from every class of the community, because the Royal 
Infirmary was obliged to spend more money every year, 
largely on account of the rise in prices. As an example 
of this, the bill for milk was going to be £2,000 more this 
year than last, a matter which the promoters of the 
Milk Marketing Scheme had not contemplated. The con- 
tinuous progress of medicine and surgery also made new 
appliances constantly necessary. With reference to the 
extension scheme, the managers had in hand about 
£260,000, but another £100,000 was required. An impor- 
tant piece of work during the past year had been the 
establishment of a school of dietetics, and there had been 
as many students in this new department as it could 
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accommodate. Dr. John Orr said that the public did 
not realize the vastness of the organization of the Royal 
Infirmary, which was looked up to everywhere in the 
medical world. There were many people who enjoyed 
the advantages of the institution, but who did not contri- 
bute anything to its upkeep, and something must be done 
adequate contributions from this class of the 
community. The report of the League of Subscribers, 
which had been closed a month earlier than usual, showed 
the total subscriptions obtained to have been £18,817 for 
the eleven months, an apparent, though not an actual, fall 
of about £2,000. The average yearly contributions for the 
past ten years had been £21,346, and since the inception of 
this scheme some sixteen years ago the total sum gathered 
had amounted to £305,462. 


to secure 


Health of Scotland 

The return by the Registrar-General for Scotland for 
the quarter ending September 30th, 1934, states that the 
births numbered 21,298, a rate of 17.1 per 1,000 of the 
population, which was 1.8 below that for the previous 
for the same quarter of 
the previous five years. The rate was highest in the large 
burghs, 


quarter, or 1.2 below the average 


ranging from 23.4 in Port Glasgow, 22.8 in Coat- 
bridge, and 22.4 in Stirling, down to 11.9 in the county of 
Peebles and 11.6 in that of Sutherland, and 10.9 in the 
burgh of Arbroath. Deaths during the quarter numbered 
13,301, or a rate of 10.7 per 1,000 of 
rate was 2.9 less than that of the previous quarter, and 
0.1 below the average for the same 
quennial pericd. Deaths of children under 1 year of age 
numbered 1,211, equivalent to an infantile mortality rate 
of 57 per 1,000 live births. 
the previous quarter, and 5 less than the 


population. This 


quarter of the quin- 


This rate was 21 less than in 
average for the 
preceding five y This was the lowest 
infantile mortality rate recorded for any quarter in the 
past twenty years. The rate 


ears in this quarter. 


was 61 for the large burghs 

from I11 in 
Coatbridge and 102 in Arbroath, down to 29 in Roxburgh- 
shire and 0 in Selkirk. With regard to the 
death, measles accounted for 129 deaths, diphtheria for 
115, whooping-cough for 68, influenza for 57, scarlet fever 
In each case there 
was a decrease when compared with the relevant figures 
Tuberculosis accounted for S00 
deaths, or 6 per cent. of the total. There were 1,864 
deaths from malignant disease, or 14 per cent. of the 
total ; the however, was 71 fewer than in the 
previous quarter. Pneumonia and bronchitis accounted 


ind 52 for the rest of Scotland, with a range 


causes of 


for 55, and cerebro-spinal fever for 30. 


for the previous quarter. 


number, 


for 603 and 359 deaths respectively, with rates consider- 
Deaths 
of mothers from diseases and accidents of pregnancy and 
childbirth numbered 118 ; this figure was somewhat below 
the standard for this quarter. 


ably below those of the standard for this quarter. 


Treatment of Infectious Diseases 
In a recent address upon statutory hospitals for infec- 
tious diseases Dr. W. T. 
of Edinburgh City 


Jenson, medical superintendent 
Hospital, said that the removal to 
hospital of infectious cases had proved a great convenience 
to the public by relieving the householder of irksome 
precautions and restrictions. There might, however, be 
disadvantages attached to the aggregation of infectious 
cases and overcrowding of hospital wards which proved 
detrimental to patients. This important fact was not 
fully appreciated by the public during the stress of an 
epidemic. It was now being realized that the common 
infectious diseases prevalent in the community would 
never be controlled or exterminated by this means, and 
that the real value of the fever hospital was not so much 
to prevent the spread of disease as to provide treatment. 


SCOTLAND 


Me DICAL 


== 
The present practice of wholesale removal of scarlet fever 
patients to hospital was being severely criticized, fo, 
hospital isolation had no material effect on the epidemic 
spread. During recent years the majority of cases of 
scarlet fever had been so mild that they did not Tequire 
the special medical and nursing care provided by instity. 
tional treatment. The modern view was that hospital 
treatment in scarlet fever should be strictly reserved for 
severe or complicated cases, or for patients who by their 
occupation or otherwise constituted a serious menace. 
Beds at present set aside for scarlet fever might be more 
advantageously utilized in providing accommodation for 
cases of measles, whooping-cough, and pneumonia. These 
infectious diseases in young children were important not 
only as regarded immediate survival, but from the point 
of view of permanent residual ill-health. Every child 
under 3 years suffering from measles, whooping-cough, 
or pneumonia required not only skilled nursing but also 
prolonged convalescence in open-air conditions, with an 
ample supply of suitable food. For the great mass of 
the population these requirements could be most satisfac- 
torily provided in hospital. The function of the well 
equipped fever hospital would be to give expert care and 
treatment to the infectious sick rather than to provide 
isolation. 


England and Wales 


Joint Tuberculosis Council 

Twenty-seven members were present at a meeting of the 
council held on November 24th. It was stated that as 
a result. of an interview at the Ministry of Health it 
seemed likely that some grant would be forthcoming in 
aid of the work of the Employment Committee. The com. 
mittee investigating the re:ults of artificial pneumothorax 
treatment had collected the results of 4,283 cases, but 
on actuarial advice it was rejecting series with more 
than 3 per cent. and this would 
3,909. With the control series there were 
7,000 cards to be prepared and sorted, so that six months 
must elapse before a preliminary outline could be placed 
before the council. The greater part of the meeting was 
spent in discussing a memorandum, on the examination of 
the contact, presented by Dr. Ernest Ward, the convener of 
the committee concerned. An attempt was being made 
something which would be helpful to those 
engaged in this work, with the full realization of diff- 
culties involved, in particular as concerns young adult 
contacts who will not usually stay at home to be examined 
there or attend a dispensary for the purpose. Professor 
Jameson had, it was stated, circulated useful information 
on behalf of the Milk Committee, and recommended the 
council to support the findings of the committee on cattle 
diseases of the Economic Advisory Council, but to oppose 
any suggestion that the Milk Marketing Board’s scheme 
of accredited herds would do anything towards the pro- 
duction and distribution of a safe milk free from infection. 
After discussion the following resolution, drafted by Dr. 
Hawthorne, was passed : 


cases “‘ lost sight of, 


leave some 


to produce 


This Joint Council, having received a report on the milk 
supply from a specially appointed committee, and being aware 
of the much increased number of school children now 
receiving a daily ration of milk, reaffirms its resolution of 
April 20th, 1934, to the effect that protection of the children 
from the risks of infection can be secured only by adequate 
pasteurization or by boiling the milk, and notes with every 
sympathy the corresponding advice given by the Board of 


Education and adopted by the London County Council and 
certain other education authorities under the expert direction 
of the corresponding medical officers of health.”’ 
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Dr. Brand was planning an attractive series of post- 
graduate courses for 1935, the chief of which would be 
at Victoria Park Hospital, being devoted mainly to 
recent advances in technique in connexion with the 
diagnosis and treatment of disease of the lungs. The 
question of Spahlinger treatment and the prevention of 
the common cold were also discussed, and the secretary 
was asked to prepare a note on these topics for the next 


meeting of the council. 


Association of Certifying Factory Surgeons 
Association of Certifying 
the Queen’s Hotel, Man- 


The annual dinner of the 
Factory Surgeons was held in 
chester, on November 24th, with the president, Dr. 
A. Glen Park, in the chair. The guests included Dr. 
J. C. Bridge, Chief Medical Inspector of Factories ; Pro- 
fessor A. Ramsbottom, Manchester University ; Dr. S. A. 
Henry, of the Home Office Factory Department ; Mr. J. A. 
Parkinson, M.P. for Wigan ; and Mr. J. A. K. Ferns, 
coroner for East Cheshire. Certifying surgeons and 
district inspectors of factories as far apart as Worcester, 
Yorkshire, and Scotland attended, well medical 
men interested in some special branch of occupational 
disease. Dr. Glen Park proposed the toast of ‘‘ The 
Factory Department of the Home Office.’ He traced 
the history of interest shown, and enactments by the 
Government of the country from Elizabethan times to the 
formation of a Factory Act, in the relation of physician 
and workman. He paid graceful tribute to the help the 
certifving surgeon received from the medical inspectors in 
His Majesty’s Home Office. Dr. Bridge replied, and Dr. 
Henry, in proposing the toast of “ The Association,’’ em- 
phasized the cordial relations which existed between the 
Factory Department and certifying surgeons. He sug- 
gested that the association should frame its policy always 
on constructive lines. Dr. H. E. Watkins, Newton-le- 
Willows, in reply, spoke of the loss felt by everyone in 
the death, at such short intervals, of Sir Thomas Legge, 
Dr. Prosser White, and Dr. Dearden, whose contributions 
to the literature of industrial disease had proved of great 
value. Dr. D. McKail, Glasgow, proposed ‘‘ The Visitors.’’ 
Mr. H. Rostron, director of education to the firm Tootal 
Broadhurst Lee Co. Ltd., in his reply, stressed the need 
of extending the work of the certifying surgeon beyond 
certification to regular medical examination and advice 
to employers regarding the growth under industrial con- 
ditions of the adolescent in the factory from 14 to 18 
years of age. This, he suggested, could best be operated 
through the day continuation school. This co-ordination 
of medical and educational service was actually in opera- 
tion in his firm, and medical records covering sixteen years 
had been kept, which proved of real value to the ado- 
lescent and the employer. It is proposed to hold the 
next annual dinner in London. 


as as 


Portsmouth’s Housing Question 


Owing to the illness of his successor as M.O.H. for 
Portsmouth, Dr. Mearns Fraser has brought out yet 
another annual report on the health of the city. One 


of the most important steps taken during 1933 was the 
adoption of a five-year programme of slum clearance. 
Thirteen clearance areas will be dealt with, comprising 
houses. In addition, 481 single houses 
which have been condemned as unfit for human habita- 


1,277 dwelling 


tion will be demolished. This scheme will involve the 
displacement of 6,528 persons, to rehouse whom the 
Portsmouth Council proposes to erect 1,429 houses or 


flats. It has been arranged that, so far as shall prove 
to be possible, the displaced persons shall be provided 
with accommodation in the same district in which they 
previously lived. In September of last year Dr. Mearns 
Fraser submitted official representations with reference 


ENGLAND AND 


WALES 


to certain areas, which were in due course declared to be 
clearance areas within the terms of the Housing Act of 
1930, and application was made for the confirmation of 
compulsory orders to enable the council to acquire this 
land. He believes that these measures will go a long way 
towards the solution of the housing question in Ports- 
mouth. During the year reviewed 912 dwelling houses 
were erected in the city. Good progress was made with 
the council’s scheme for 150 working-class houses and 
flats. Satisfactory features in the health statistics of the 
past year were the very low maternal mortality (1.9 deaths 
per 1,000 births), the infantile mortality rate of 52 per 
1,000 births, and the lowest death rate from pulmonary 
tuberculosis ever recorded in Portsmouth—namely, 0.67 
deaths per 1,000 population. Dr. Mearns Fraser reports 
also concerning the unification and co-ordination of the 
health services of the city. He maintains that, if the 
health department is to perform effectively the functions 
which are generally accepted as the minimum responsi- 
bilities of a modern health department, two more whole- 
time medical officers will have to be appointed, one for 
maternity and child welfare and the other for tuberculosis. 
St. Mary’s Hospital was taken over by the health com- 
mittee on April Ist, 1933, and closer co-operation is being 
arranged between it and the other public and voluntary 
institutions in the city. With the removal elsewhere of 
about 180 aged and infirm patients, and when the new 
wards of the Royal Portsmouth Hospital are open, it is 
hoped to have adequate accommodation for all persons 
in the city needing in-patient treatment. At the present 
time there is no laboratory in the city licensed for animal 
inoculation, so that there is much delay, as well as 
inconvenience, in obtaining the necessary reports of such 
investigations as have to be made in London. 


Nutritional Problems in North Country Children 

Previous references to the nutrition of children have 
appeared in these columns, and details have been given 
in the last few weeks about the conditions preva'‘ent in 
Middleton and Hull. The annual report for 1933 of 
Dr. J. A. Charles, medical officer of health for the city 
and county of Newcastle-upon-Tyne, contains an account 
of an investigation made by Dr. J. C. Spence, assistant 
physician to the Royal Victoria Infirmary, of the health 
and nutrition of groups of children between the ages of 
1 and 5 years. In the absence of definite standards it was 
obviously impossible to do more than express the results 
as opinions, but Dr. Spence concluded that at least 36 per 
cent. of the examined chi'dren coming from poor districts 
were unhealthy or physically unfit, and consequently 
appeared malnourished. He believes that the main 
immediate cause of this malnutrition is the physical 
damage done by infective diseases occurring in young 
children at susceptible ages and under conditions impeding 
satisfactory recovery. The salient causes in this connexion 
are the housing conditions which permit mass infection of 
children at susceptible ages, and the improper and in- 
adequate diet which prevents restoration to full health. 
He regards these two causes as being of equal significance, 
and urges that a ful inquiry should be undertaken by 
trained observers and on scientific lines. Dr. Charles, 
commenting on these findings, agrees that they appear 
to conflict at first sight with the data collected annually 
by the school medical service, but cites figures to show 
that this is not really so. Both sources of information 
point to the same conclusion—namely, that much damage 
has been done to the health of the children coming from 
poorer residential parts of the city before they reach school 
age. In the better-class neighbourhoods, out of every 
1,000 cases of meas‘'es and rubella reported in 1931 and 
1932, 648 occurred in children after the age of 5, whereas 
in the more densely populated areas 687 occurred in 
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children below that age. Taking the age of 3 and below 
as being the most fatal period for measles, it is shown 
by the city statistics that in the residential neighbourhoods 
172 cases out of every 1,000 of measles and rubella were 
below that age, as compared with no fewer than 391 in 
the crowded districts. With these facts in mind, Dr. 
Charles points out, it is not surprising to learn that the 
case mortality rate for measles per hundred notifications 
of measles and rubella is three times greater in the over- 
crowded areas than in the better-class residential districts. 
The rates for the two groups of wards during the decen- 
nium 1923 to 1932 were 2.07 per cent. and 0.68 per cent. 
respectively. In one area where in 1931 there were 
10,944 persons occupying 18,869 rooms, there was only 
one recorded death from measles during the whole ten 
years. It is pointed out, further, that the diet recom- 
mended by the B.M.A. Committee on Nutrition is beyond 
the means of many of the poorer section of the Newcastle 
population, and figures are given showing that the amount 
spent weekly upon food per man-value was more than 
one shilling short of the B.M.A. figure. Condensed milk 
is for many the only form within their financial capacity. 
Dr. Charles that the solution of the present 
prob'ems is to be found in the extension of services 
already existing, and in a more liberal conception of the 
communal responsibilities in other directions. Housing 
improvement should be directed to mitigating the ills of 
overcrowding as well as to the replacement of insanitary 
property. More abundant hospital facilities should be 
provided for the treatment of severe and complicated 
cases of measles and whooping-cough, and of patients 
from overcrowded homes. Arrangements for the institu- 
tional after-care of these cases during convalescence would 
do much to reduce subsequent ill-health and invalidity. 
An improvement in the quantity and quality of the dietary 
could be obtained by an extension of the issue of milk 
through the child welfare centres, so as to benefit more 
particularly children in those age groups where ill-health 
and physical unfitness are most prevalent ; by an increase 
in the monetary allowance for the child dependant paid 
under the various scales of unemployment and transitional 
benefit and Poor Law relief ; and by the education of 
mothers in the purchasing of foodstuffs, the compilation 
of diets, and cooking. Dr. Charles considers that it wou!d 
be of inestimable importance to extend those sections of 
the Education Act of 1921 which relate to the provision 
of meals so that they might apply to the pre-school child. 
Home visiting should take into the 
toddler, and there might be a larger provision of 
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nursery schools. 


Ireland 


Irish Medical Schools’ and Graduates’ Association 
Dinner 


Medical Schools’ and 
took place at Claridges 
Hotel, London, on November 29th, was a delightful func- 
tion. It was presided over by Colonel G. A. Moore, 
whose repertoire of amusing Irish stories is inexhaustible. 
As it was the royal wedding da, after the usual loyal 


the Irish 
which 


dinner of 


Association, 


The autumn 
Graduates’ 


toasts had been honoured, the health of the Duke and 
Duchess of Kent was drunk, and a telegram of good 
wishes dispatched to Himley Hall. Mr. R. Lindsay Rea 


proposed the health of the guests, of whom there were 
two in chief—namely, Sir Thomas Myles and Sir William 
He referred to Sir Thomas Myles’s dis- 
tinguished career in surgery, and reminded the company 
that during that week the jubilee of the first successful 
operation for the removal of tumour from the brain was 


Patrick Byrne. 


TRELAND 


Tue 


being celebrated. The speaker then remarked on the 
varied career of Sir Patrick Byrne, who, in the troubloys 
times of 1916-19, when he was Under-Secretary to the 
Lord Lieutenant, had helped to bring a measure of peace 
to Ireland. Good feeling was even between 
extremes of Irish opinion, especially when men with such 
large and open minds as Sir Thomas Myles and Sj 
William Patrick Byrne had direction of affairs. Sj 
Thomas Myles, in responding for the guests, said that 
during the week he had been attending the meetings of 
the General Medical Council. The popular press was 
accustomed to assail the General Medical Council, byt 
as an impartial Irishman he felt that none could be more 
just or fair than his colleagues on that body. Sir William 
Patrick Byrne, in proposing the toast of ‘‘ The Associa. 
tion,’’ said that he had met Irishmen in many parts of 
the world and had found them always delightful. His 
whole life had been spent in the English and Irish public 
service, and whether co-operating with Irishmen jp 
ordinary routine work or in more difficult adventure he 
had never found one who failed his friend and colleague, 
Colonel Moore, in responding to the toast, gave some 
details of the Association. He said that the committee 
sitting in London had facilities for learning about any 
proposed changes which might affect professional interests, 
and for ensuring that the voice of the Irish schools and 
graduates was heard. He was proud to think that at 
every annual meeting of the British Medical Association 
the Irish graduates’ luncheon was an important event; 
this year at Bournemouth something like 200 Irishmen 
were present. They were a proud little society of quite 
ancient origin, but very much up to date. 


possible 


Milk Bill in the Dail 


Dr. Ward, Parliamentary Secretary to the Minister for 
Local Government and Public Health, on the second stage 
of the Milk Bill, 1934, stated that the purpose of the Bill 
was to safeguard the consumer from infection and con- 
tamination in milk. The average yearly consumption in 
the country was low ; Switzerland consumed twice as 
much, Norway 63 per cent., and the United States of 
America 43 per cent. more per head of the population. 
A campaign for increased consumption could not be 
entered upon under present conditions. Milk was a suit- 
able medium for the production of bacteria, and through 


uncleanly methods of handling an excellent form of 
nourishment might become a source of infection and 


danger. Certain powers were already given to the depart- 
ment to deal with the problem of unclean milk, and the 
Bill was intended to strengthen its hand. Experience 
with the scheme by which necessitous children were given 
free milk had proved that many producers were prepared 
to adopt progressive methods and to submit their cattle 
to tuberculin-testing. Dr. R. J. Rowlette stated that 
the Bill was a good one, but had its defects. A little 
more courage on the part of the Government wou!d have 
given it a chance of success. The present time was 
appropriate for provisions for dealing with clean milk, 
and the problem of the eradication of tuberculosis in cattle 
should be tackled vigorously. The absence of the licensing 
system for milk vendors was a_ serious the 
danger of forfeiture of a licence would be a deterrent to 
abuse. The local authority should have power to go 
outside its own boundaries to inspect the sources of milk 
supplied to the areas under its control. Unless the depart- 
ment insisted on the appointment of medical officers of 
health in the counties which had no such officers at 
present the Bill would be a dead letter in those counties, 
since dispensary doctors, who were not in an independent 
position, could not be expected to discharge the duties 
efficiently. Dr. Ward, in reply, said the measure was 
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not likely to be very popular, but it dealt with a matter 
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of the greatest importance. Milk producers would have 
confidence in a good product, and could expect to enjoy 
better market and better prices. The department was 
greatly interested in the subject, and he was informed that 
the Minister for Agriculture a'so proposed to introduce 
bis own legislation. As to pasteurization, there were 
some methods which were absolutely useless for protecting 
the public. The process of pasteurization would have to 
be subjected to regulations, and not every form of it would 
enable a licence to be obtained. It was true that infected 
milk could come from a tuberculin-tested herd, but under 
the Bill the ‘‘ special designation ’’ would be granted not 
pecause the milk came from a T.T. herd, but because 
it reached a high standard of purity. 


Reports of Societies 


SOME ASPECTS OF ANAEMIA 
Lecture by Professor Minot of Harvard 


On his way to receive the Nobel Prize at Stockholm 
Dr. G. R. Minot, professor of medicine at Harvard, visited 
London and was prevailed upon to address a_ special 
meeting of Fellows of the Royal Society of Medicine on 
November 29th. Dr. Robert Hutchison, President of the 
Society, was in the chair. 

Professor Minor addressed himself to the question of 
certain aspects of anaemia. There had been a tendency 
of recent years, he said, to decide at once on liver or iron 
treatment and to forget that a proper therapy depended 
upon an understanding of the mechanisms producing the 
anaemia. it would be extremely unfortunate in a given 
case if, both liver and iron treatment having been pre- 
scribed, the patient got symptomatically well while yet 
it was not known whether he should continue on liver 
for the rest of his life or on iron indefinitely. The 
economic aspect of such a situation was not unimportant. 
Therefore, it seemed useful to review some of the problems 
of the aetiology of anaemia and some aspects of diagnosis. 


THE AETIOLOGY OF ANAEMIA 


Anaemia in many instances could be attributed to 
defective nutrition, which might arise in other ways than 
diet deficiency. Multiple factors might be responsible for 
the anaemia in any one case. Man in this respect was 
not like experimental animals. Nutrition might be in- 
hibited by infection or by damage to vital organs of the 
body, such as the liver or cardiovascular apparatus. The 
degree of deficiency varied, and each case was an individual 
problem. The principle of treatment must be to replace 
the deficient factor on a quantitative basis. That might 
not always be realized when large amounts of iron were 
being given at relatively little cost. The patient himself 
was not to be forgotten for the sake of treating his 
anaemia per se. Pernicious anaemia was a disease affect- 
ing more than the blood-forming tissues ; it involved the 
central nervous and the gastro-intestinal systems. In 
diagnosis the use of the stomach tube or the tuning-fork 
for bone vibration might be as valuable as a complete 
blood examination. In dealing with the aetiology of 
pernicious and related macrocytic anaemias, Professor 
Minot pointed out that the lack of gastric reaction leading 
to formation of substances necessary for maturation of 
red blood cells might be due to deficiency of the gastric 
(or intrinsic) factor, the food (or extrinsic) factor, or to 
a deficiency resulting from inability to absorb or utilize 
substances transformed in the body. 

He divided anaemias of specific malnutrition into 
“liver extract or macrocytic anaemia, “‘ iron’’ or 
hypochromic anaemia, vitamin C anaemia, and copper 
anaemia, as seen in experiments on rats. In the case of 
“liver extract ’’ anaemia he catalogued four factors: 
food, as in sprue ; gastric, as in pernicious anaemia ; 
absorption, as in coeliac disease ; and internal metabolism, 
as in cirrhosis. In connexion with ‘‘ iron’’ anaemia he 
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also indicated four factors: intake, absorption (anacidity), 
utilization, and blood loss, as in pregnancy. He showed 
a diagrammatic slide in which optimal and usual nutri- 
tions were indicated by higher and lower levels, with, 
below these, a zone of partial deficiency, and, lowest of 
all, a zone of complete deficiency. In all these anaemias 
there were two main considerations—namely, what was 
taken by the mouth and what the gastro-intestinal tract 
was doing. Given perfect dietary and perfect gastro- 
intestinal function, there would be perfect nutrition. In 
a very general way it might be said that these two factors 
interacted ; one might be perfect and the other show 
some deficiency, but if there were deficiency in both the 
lowermost zone was reached. But there might also be 
some difficulty in utilization by reason of certain inhibi- 
tory factors such as infection, or some organic abnormality, 
or the lack of some accessory factor concerned in the 
mechanism. Again, the absorption stage might be success- 
fully completed when there might occur chronic blood loss, 
resulting again in a deficiency condition. 


RELATIVE FREQUENCY OF PREDOMINANT SYMPTOMS 


Professor Minot proceeded to an analysis of 100 cases 
with a view to discovering the relative frequency of 
predominant symptoms at the onset of pernicious anaemia ; 
of these cases half were seen in private practice and half 
in hospital. In thirty-one the predominant symptoms 
were gastro-intestinal ; in twenty-six, nervous ; in thirty- 
three, generalized ; and in ten, cardiac. He had also 
ascertained the time which had elapsed from the onset 
of noticeable symptoms to the diagnosis of pernicious 
anaemia. For the four classes just mentioned the average 
time, in years, was respectively 2.19, 1.28, 0.72, and 0.95, 
making a total average for the hundred cases of 1.36. In 
thirty-five cases there had been a long history of “‘ in- 
digestion ’’; the latter had been noticed occasionally for 
over twenty years in sixteen cases ; in eight others there 
had been recurrent ‘‘ bilious ’’ attacks over a period of 
three to seven years ; in seven diarrhoea attacks had been 
frequent for from seven to fifteen years ; and in four 
indigestion had been more or less constant for from seven 
to twelve years. In thirty of these cases there was an 
undoubted gall-bladder symptomatology. If, after treat- 
ment with liver or a proper substitute, the gastro-intestinal 
symptoms, however pronounced, did not clear up, there 
was a distinct suggestion that gall-stones were also present. 
A few years ago it was customary to see patients who 
were jaundiced or distinctly yellow. To-day the amount 
and frequency of distinct sallowness was not nearly so 
appreciable. This was explained by the fact that 
nowadays a patient did not remain long enough to have 
had a series of relapses and remissions before receiving 
treatment. In a series of cases analysed in 1918 the 
spleen was palpable in about 35 per cent., whereas in the 
present series it was palpable in only about 5 or 7 per 
cent. This again was explained by the greater prompti- 
tude of treatment. 


CONCOMITANT DISEASES 


Concomitant diseases sometimes upset the diagnosis ; 
Wilkinson had published an excellent paper on that 
subject. It was interesting to note that an appreciable 
number of patients had carcinoma of the stomach develop 
some years after they had had pernicious anaemia. In 
the lecturer’s clinic they had tried to discover whether 
there was any greater incidence of this condition among 
the people with pernicious anaemia than among the normal 
population for a given age. The statistical data had not 
been completely worked out, but the evidence tended 
towards the probability that there had not been a greater 
incidence among the people with pernicious anaemia than 
among a normal group, yet reasons why cancer of the 
stomach might develop could readily be imagined. A 
considerable number of papers had appeared during recent 
years showing the coincidence of diabetes and pernicious 
anaemia, and the diabetes had almost invariably, with 
a few exceptions, occurred first, and the pernicious anaemia 


1 Quart. Journ. Med., 1933, ii, 281. 
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some years later. That opened up some _ interesting 
speculations, but he knew of no clear explanation at 
present. Of course, it must not be forgotten that perni- 
cious anaemia, like other diseases, might have not so much 
complications as concomitant conditions. In his series 
of 100 cases, for example, some thirty patients had certain 
evidence of chronic arthritis of one type or another, and 
sometimes the symptoms of arthritis were so apparent 
that the state of the blood had been considered as second- 
ary to the arthritis, so that there had been failure to 
recognize the case as one of pernicious anaemia. Per- 
nicious anaemia also brought about an aggravation of 
conditions which had arisen earlier and independently. 
For example, women who had been subject all their lives 
to easy bruising, with defects in the blood-coagulation 
factors or platelets, might show concurrently with _per- 
nicious anaemia a great increase in that bruising sufficient 
for a diagnosis of purpura to be made. The differential 
diagnosis of other blood disorders he would not discuss. 
If there was failure of treatment with liver it meant that 
there was incorrect diagnosis, or that the treatment had 
been inadequate in quantity, or that the patient suffered 
from a condition such as an infection severe enough in 
itself to lead to a fatal issue. There were very rare cases 
of macrocytic anaemia with no distinctive features and 
a normal gastric analysis, which showed no response to 
liver or other therapy. 

As with all deficiency diseases, it should always be 
borne in mind that the disease might be precipitated by 
infection. In some 11 per cent. of his cases the symptoms 
appeared concurrently with an outspoken infection ; in 
15 per cent. they appeared in association with some 
change of dietary ; it was probable that in these cases 
the intrinsic and extrinsic factors worked together accord- 
ing to the law of mass action. In treatment it was 
necessary not only to get the patient better, but to get 
him as well as possible. The reservoirs of the body must 
be filled up. The treatment must be optimum. There 
could be no standardization of treatment, no prescription 
of arbitrary amounts. Enough material must be given to 
meet all the demands of the individual patient. Prob- 
ably it took more to prevent the progress of neural lesions 
than to permit the blood elements to be maintained. 
A study of what could be done for the neural lesions 
should not be based on the degree of amelioration, but on 
the evidence of arrested progress. Of course, if the blood 
could be improved it meant a return of strength, an 
exercise of muscles, and improvement of the circulation, 
and reacted on the general progress in that way. Un- 
favourable reports on liver therapy were often due to a 
failure to appreciate the fact that there was no standard 
dose, and that it was the individual patient who must 
be treated. 


NEURAL LESIONS 


In his own clinic during three years there had been 
twenty-six pernicious anaemia with advanced 
subacute combined degeneration. An observation of these 
cases lasting over many months was made by a number of 
independent neurologists, and in no instance while the 
patients were under treatment with liver did a single 
objective neurological sign become more marked ; there 
was objective arrest in many cases and subjective im- 
provement in all. He showed a chart of these twermty-six 
cases, and indicated that in 17 per cent. signs which had 
been abnormal became normal, and in no instance was 
there evidence of progress in the lesion. It was _ con- 
sidered, therefore, that the progress of a spinal cord 
lesion could be arrested with enough material. The sooner 
the treatment was begun the better. In these patients it 
was very important to pay attention to training exercises 
and to improvement in the circulation, if this was not 
normal. If these patients had to take to bed for some 
other cause their disorder would be more noticeable on 
resuming activity, and this should not be ascribed to a 
progressive lesion. Such patients also complained that 
theic symptoms got worse with the onset of cold weather. 
This was simply that a person with a damaged spinal 
cord felt the cold more than others. If severe infection 
were present it would inhibit the effect of therapy on the 


cases 
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cord lesion quite as much as on the blood. Individya] 
throughout was the keynote. 

In a word on liver preparations Professor Minot Stresseq 
the need for a knowledge of the material which was 
being used. Many extracts in all countries were labelled 
as ‘‘ Derived from .'; the important information was 
not what they were derived from but what they were 
equivalent to. He emphasized the value of the parentergj 
use of extract. To administer the material intramuscy. 
larly had various advantages. It was probably ag 
economical as the oral method, and absorption wag 
assured. It was useful in cases of increased resistancs 
to therapy because it enabled as large an amount to be 
given as desired, with the assurance that the patient 
was definitely obtaining the material. Administration 
must be regular and frequent ; arbitrary methods led to 
unnecessary illness. Each case, however, was an indi 
vidual problem ; there was no one rule for all cases, and 
if it was more convenient to give by the mouth this might 
be done. More liver was required when the patient wags 
over 50; when there was arteriosclerosis, cardiovascular 
or kidney disease, or disease of other vital organs ; when 
there was infection ; perhaps when there was chronic 
fatigue ; during pregnancy ; and in the presence of neural 
lesions. 


ism 


IRON AND ITS UTILIZATION 


The use of iron in hypochromic anaemia had been dealt 
with in a most scholarly way by L. J. Witts.' In passing, 
it might be well to mention that there were other sub- 
stances in liver besides the liver extract which were 
cffective in anaemia, these including iron itself. In the 
use of iron the exact proportion was unimportant s0 
long as enough was given for the individual case. There 
was probably almost no use for iron administered intra- 
muscularly ; it must be an exceedingly rare case in which 
that was strictly needed, and to give enough iron intra- 
muscularly would create uncomfortable symptoms. A 
certain number of patients might have a double deficiency 
in the sense that they needed liver extract and also needed 
iron. The combination of liver and iron was worthy of 
study. An occasional case might do better with_ both 
than with either alone, but it was usually one or the 
other that was needed, and the combination was seldom 
of importance. 

In his clinic the question had lately been raised whether 
the pigments of the body could in any way be used in 
the manufacture of haemoglobin. Some of the bile pig- 
ments had been studied from this point of view. Con- 
centrated bile pigments were obtained, and a group of 
cases studied by means of the double reticulocyte re- 
actions. If material was given to a certain amount and 
there was a reticulocyte reaction, and then more material 
was given, and there was a second reaction, it implied 
that the second Jot of material was more potent than the 
first. With that in mind, the effect of bile pigments intro- 
duced at a certain point was studied. Professor Minot 
exhibited graphs which went to show that the addition of 
bile pigments accelerated the utilization of iron, and 
was probably not dependent on absorption phenomena. 
Chlorophyll also had been studied in many directions. 
Pure chlorophyll preparations had only been available for 
a short time. Chlorophyll accordingly was tried, and 
thirty observations had been made on fifteen cases of 
idiopathic hypochromic anaemia. When the chlorophyll 
preparation was added to the iron there was an increasé 
in the haemoglobin and a definite reticulocyte rise. With 
iron and crude chlorophyll employed in disproportionate 
amounts the result was negative, but it became positive 
when iron and crude chlorophyll were used in the relation 
of 1 to 6 up to 1 to 12. Positive results were obtained 
with iron and crude chlorophyll and with iron and sodium 
chlorophyllide given orally or intramuscularly, as well as 
with other preparations. In other words, it might be said 
that chlorophyll as a pigment in the body did something 
which accelerated the utilization of iron. Professor Minot 
added that he did not regard this for a moment as being 
of any great practical importance, though it was of 


physiological interest, and there might occasionally be 


' Proc. Roy. Soc. Med., 1933, xxvi, 607. 
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AETIOLOGY AND 


cases in which it had a practical bearing. So far he had 
had two cases in which a preparation of bile pigment 
prought up the haemoglobin quite promptly, in two 
weeks, 14 or 15 per cent. It was then stopped and the 
haemoglobin fell back. A similar rise was noted when a 
chlorophyll preparation was used, and a fall when it was 
withheld. He thought this had a bearing on the way 
in which iron might be used in the body, but he did not 
want anyone to race off with the idea that chlorophyll 
must be given in all cases. At the same time, it might 
offer some further approach to an understanding of the 
mechanism whereby iron was utilized. The observations 
had left him wondering whether the value of spinach 
might not be in its goodly amount of chlorophyll as well 
as in its content of iron. Possibly some natural foodstuffs 
enabled a better use to be made of iron in the body, and 
of these accelerating factors probably chlorophyll was one. 

He concluded with the remark that in spite of recent 
advances in the knowledge of anaemia there remained 
much that was still unknown. The continual study of 
patients at the bedside was essential, as well as a recog- 
nition that the science was unstable, that the art was 
uncertain, and that the sick individual must remain in 
the centre of the picture. 

A vote of thanks to the lecturer and of congratulation 
to him on the Nobel award was accorded on the motion of 
Dr. MorLEY FLETCHER. 


AETIOLOGY AND TREATMENT OF ASTHMA 


At a meeting of the Section of Medicine of the Royal 
Society of Medicine on Nevember 27th, with the vice- 
president, Dr. Mortey FLeEtcHer, in the chair, Sir 
cpened a discussion on ‘‘ The 
Aetiology and Treatment of Asthma.’’ 

Sic Humphry Rol!leston suggested the elimination of 
renal and cardiac asthma, but said that even with this 
limitation the subject was enormous. Asthma was a 
symptom, and only one, of a large and as yet incomplete 
group of diseases known as allergic—the toxic idiopathies. 
The name “ allergy ’’ had been introduced by von Pirquet 
to describe all forms of altered reaction of the organism, 
but it was now used only for hypersensitiveness, the word 
“anergy or negative idiosyncrasy being used for 
diminished sensitiveness. The cause was the underlying 
constitutional state, usuaily inherited or latent, trans- 
mitted on Mendelian lines. It was tempting to invoke an 
endocrine origin, particularly in the adrenal or thyroid, 
but the suggestion was met with clinical inconsistencies, 
as allergic symptoms were rarely seen in Addison’s or 
Graves’s disease. Strong evidence had been adduced to 
show that failure of adrenal secretion was the cause. The 
integrity of the internal environment depended on the 
autonomic nervous system, and vagotonia had been de- 
scribed as the primary cause. Should eosinophilia, he 
asked, be regarded as a defence mechanism or a con- 
comitant reaction? If adrenaline injection drove the 
eosinophils from the peripheral circulation they must be 
at best an inconstant protection. Secondly, there was 
the localizing cause which determined the particular mani- 
festation. In addition to trauma an inherent want of 
vitality might exert an influence. The many methods of 
treatment included physical exercises, wide-field #-ray 
exposures, specific and non-specific desensitization, and 
urinary proteose. 

Dr. JoHN FREEMAN said that the modern minute doses 
of toxin-antitoxin offered a danger of sensitizing people, 
so that the next protective inoculation might cause 
necrosis at the site of injection. The definition of allergy 


TREATMENT OF ASTHMA 


given by Sir Humphry Kolleston must include anaphy- 
laxis and immunity phenomena; von Pirquet had included 
cancer and old age. All the symptoms of an infectious 
disease must be in a way allergic. Whenever the irritant 
poison came in contact with the tissues there were symp- 
toms likely to arise; this accounted for localization. 
There was also a tendency for one particular variety to 
Tun in the family. Damage was undoubtedly a precipita- 


ting cause of great importance, and irritation was likely to 
limit the manifestation to a special spot. 
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factors undoubtedly played a part ; they were present in 
all cases. Psychologists described the toxic idiopathies 
as anxiety neuroses, the mind “‘‘ choosing ’’ the type of 
reaction that best symbolized the patient’s trouble. 
Amelioration, and at times real cure, might be produced 
by desensitization. 

Dr. J. LivinGstone said that specific sensitization could 
be cured or helped by inoculation, but that some patients 
were sensitive to a very large group of causes, and some 
40 per cent. of patients would get better whatever the 
treatment, if it were given with sufficient authority. 
Expiratory breathing exercises had proved successful in 
many patients. The principles were to expire and get rid 
of the functional emphysema, to get the diaphragm work. 
ing habitually, and to mobilize the chest muscles. Extra- 
ordinary control and mobility could be attained. Of 
seventy-seven cases 66 per cent. were very much im- 
proved, and only 18 per cent. showed no benefit. A good 
deal of time and patience were required to keep the 
patients practising regularly and to arouse enthusiasm. 
Also, much depended on giving them the feeling they 
were going to improve. Patients learned to prevent 
attacks by doing the exercises. The treatment was simple, 
and the results compared well with other methods. 

Dr. GeorGE Bray said that an ordinary case of asthma 
was mostly sensitive to inhalants, food playing but a small 
part. The groups were: animal hairs, feathers, dust, and 
orris root. The obvious treatment was to inject with these 
singly or together. An ordinary case could be desensitized 
by relatively large intramuscular doses of a sclution of 
these four, as concentrated as possible and combined with 
adrenaline. Patients who ascribed their attacks to food 
usually had gastro-intestinal disturbances, and treatment 
of these was needed—not desensitization to food. Attacks 
might become conditioned reflexes in allergic persons. 
The nose became very unhealthy after repeated attacks, 
but the changes disappeared after desensitization, and 
operative interference was seldom necessary. Bacteria did 
not play an aetiological part in the attacks, but lowered 
resistance and so increased sensitiveness. Specific desensi- 
tization was therefore the most practical method of treat- 
ment. 

Mr. C. Gitt-CareEy reported on 181 nasal cases seen in 
the last ten years. Allergic rhinitis accounted for a large 
proportion, and could be recognized by the typical colour 
changes in the mucosa. Bacterial infection had been 
superadded in about 10 per cent. Treatment was difficult. 
Temporary improvement followed practically any surgica! 
operation. Interference should, however, be confined to 
removal of polypi in purely allergic cases. Non-allergic 
abnormalities accounted for about 10 per cent., and satis- 
factory results were obtained by treating sinusitis. The 
temptation te attack hypertrophic masses of allergic tissue 
must be withstood, but rhinological treatment gave satis- 
factory—at times brilliant—results in asthma. 

Professor ErNest M. FRAENKEL showed his film on 
allergy and protective apparatus. There were, he said, 
two independent variables to be considered: the constitu- 
tion, and specific allergens. The film showed skin tests, 
portable filtering apparatus, an allergen-free room, a zipp- 
fastened sleeping-bag, and a high-pressure tube for several 
out-patients to use at once. A patient sensitive to dog 
hairs was shown breathing contentedly through the filter, 
although dog hairs were shaken into the air in front of 
her ; without her knowledge the filter was removed from 
the apparatus, and at once she suffered a typical attack. 
The apparatus had therefore diagnostic as well as thera- 
peutic value. In some cases the psychological effect of 
confinement in the mask or room was bad at first, and had 
to be overcome. Use of the apparatus for part of the 
day sometimes protected the patient for the whole day. 
Asthma in Germany and in England was very similar. 

Sir JamMEs DuNnpDAs-GRANT emphasized the importance of 
examining and treating the nose in asthma. In some of 
his cases specific sensitiveness had disappeared after nasal 
treatment. Hvypersensitiveness was an explosive, but it 
required a detonator, and this part might be played by 
the nese. Dr. E. Parkes WeBER mentioned adrenaline 
treatment, which, he said, diminished or prevented the 
reaction in some cases of asthma. Acute generalized 
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dermatitis of unspecified allergic origin gradually dis- 
appeared in time, but if treated by rest in bed and semi- 
starvation it cleared away much more rapidly. The 
reason might be removal of an allergen from the food, 
or that relative starvation lowered the allergic reaction 
just as adrenaline did: probably both factors played a 
part. Bleeding might be a correlated factor; it had 
afforded relief, in olden days, in ‘‘ sthenic attacks of 
pneumonia ’'—probably allergic phenomena. Dr. JAMES 
AbaAM spoke of the nutritional factor, ending in toxicosis. 
Asthma in canaries, dogs, and other pets could be cured 
by regulated feeding, plenty of open-air exercise, and 
blue pill. Nasal, nervous, endocrine, and psychic factors 
did not enter in animals. ‘‘ Only ’’ children were in the 
same position as pets: they were coddled, overfed, and 
their sympathetic systems were not stimulated. The 
struggle of the body to maintain the alkalinity of the 
blood was the chief problem. A dose of urea sent up 
the eosinophil count, and might precipitate an attack. 
A cold douche after a warm bath kept adrenaline flowing 
and reduced eosinophilia. Golf was most useful in treat- 
ment. Mr. C. Francis thought that removal of polypi 
benefited asthma only if the blood pressure was normal 
and the patient was not aspirin-sensitive. Light cauteri- 
zation of the septum reduced high blood pressure and im- 
proved asthma. Anything that improved the circulation 
improved asthma. 


DIAGNOSIS OF INTRACRANIAL TUMOURS 


At a mecting of the Medical Society of London on 
November 26th, with Lord Horper in the chair, a dis- 
cussion took place on the value of accessory methods in 
the diagnosis of intracranial tumours and allied conditions. 


VENTRICULOGKAPHY AS AN Arp TO LOCALIZATION 

Mr. HuGuH Cairns said that it was just fifty years since 
Godlee’s operation for the removal of tumour of the brain. 
The greatest significance of that event of 1884 was that 
Hughes Bennett, Ferrier, and Hughlings Jackson felt 
sufficient confidence in their growing knowledge of cerebral! 
function to predict the presence and precise situation of 
the tumour and advise its removal. Locking back, it 
seemed that brain surgery was set in motion by the 
advance in diagnosis. Accessory methods had_ helped 
greatly to increase its scope. They could not be employed 
with discrimination in any one case, however, until careful 
clinical studies had been made; the value of these 
accessory methods was enhanced or belittled according 
as Clinical studies were positive or negative. A prelimin- 
ary question was whether lumbar puncture was dangerous 
in intracranial tumour. It seemed to him that lumbar 
puncture was often rather loosely used, also that too much 
fluid was taken. The dangers were minimized if the fluid 
was only in small quantity. After showing some cases 
which illustrated the value of x rays alone, he came to the 
methods of air injection, introduced in 1918. The method 
was at first called ventriculography, but when it was 
found that a lot of air went into the subarachnoid space 
as well it became ‘‘ encephalography,’’ and as such was 
adopted widely in Germany, where, in spite of initial 
claims that it was without danger, it had been shown that 
the injection of such a large quantity of air resulted in 
severe headache, lasting for some days. It had _ been 
found recently, however, that by putting in 10 or 15 c.cm. 
of air by lumbar puncture, with the patient sitting and 
the head slightly flexed, a good outline of the ventricles 
in the antero-posterior view was obtained, and without 
too great an ordeal for the patient. It was this method 
of ventriculography which he had used, and by means of 
lantern slides he discussed the significance of the appear- 
ances in the various deformities of the ventricular system 
produced by tumours, and it was remarkable what a large 
deformity a small tumour would produce. He showed 
how the position could be inferred from the difference in 
level of the two ventricles, also how guidance could be 
obtained as to third ventricle tumours, the localizing 
diagnosis of which, from the clinical point of view, was 
extremely difficult. 

The limitations of ventriculography were that it would 
not show gliomatosi!s or sarcomatosis or any of the diffuse 
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tumours, that non-surgical lesions would sometimes . 
duce deformity of the ventricles, and that the method 
would not give the pathological diagnosis. Its advan. 
tages were that it saved operative exploration jp a 
number of cases suspected of tumour, it was a better 
form of exploration than operation, because it enable 
more to be seen of what was going on inside the cranial 
cavity than an opening in the skull, and it was no 
without use in the post-operative period. He had neve 
experienced any trouble with it in a patient who haq 
normal ventricles and no intracranial tumour though 
one had been suspected, but in cases in which there Were 
actually tumeurs the method had its dangers, the Most 
important of which appertained to general reactions in the 
patient. Sometimes after air injection there ensued pro. 
gressive stupor. To avoid danger the first thing was to 
let out the air and cperate immediately. It was custom. 
ary to make the x-ray examination early in the morning, 
and proceed with the operation as soon as the plates had 
been read. To avoid the dangers attending ventriculo. 
graphy the method of ventricular estimation had _ been 
introduced. The estimation was done by aspirating fluid 
instead of injecting air. If one lateral ventricle was small 
or collapsed and the other reasonably large, the tumour 
must be on the side of the collapsed ventricle ; if both 
lateral ventricles were dilated, the tumour must be in the 
third or fourth ventricle. Ventricular estimation was 
done as a routine in every case of cerebellar exploration, 
and saved many mistakes. Mr. Cairns had_ particulars 
of 129 cases, in forty-two of which air injection had been 
done, and in twenty-seven ventricular estimation, Of 
the 129 cases the tumour was wholly or partly removed 
at operation in ninety-four ; in eleven other cases the 
lesion was identified, but did not give histological material; 
in four cases there were mistakes in diagnosis. In 105 of 
the cases the tumour could be localized correctly by 
clinical methods alone ; in twenty of these the clinical 
methods did not give a certain localizing diagnosis, and 
in four the clinical examination gave a wrong localizing 
diagnosis. X-ray examinations provided crucial diagnostic 
evidence in three cases and false localizing signs in three, 
Ventricular estimation was the main factor in five cases, 
The future lay in much more careful clinical examination 
and further experience of tumours. 


EXAMINATION OF CEREBRO-SPINAL FEVER 


Dr. J. G. GreenxrieLtp said that in going through his 
records he had been struck with the great variations from 
the tvpical cerebro-spinal fluid syndrome which were seen 
in cerebral tumours. The syadrome typical of cerebral 
tumour had raised pressure and increase of protein, with 
no increase of cells. Once the pressure passed 200 mm. 
it might rise rapidly to pressures dangerous to life. 
Pressures of 200 mm. were oiten found before there was 
any evidence of headache or vomiting. The rate of reduc- 
tion of pressure was probably much more important than 
the situation from which the fluid was withdrawn. 
Normal pressures might be found with cerebral tumours 
and even with cerebral abscess ; they were not uncommon 
with subdural haematoma. With regard to the dangers 
of lumbar puncture, probably tumours in the middle line 
and low down in the posterior cranial fossa were much 
more liable to cause dangerous symptoms after lumbar 
puncture than those above the tentorium. The exceptions 
to the rule that cerebral tumour produced no increase of 
cells were few and well defined. One of the exceptions 
was gliomas when these occurred in the walls of the lateral 
ventricles. Another was cancers of the posterior fossa. 
There were forms in cerebal tumours in which excess m 
protein was the rule, and others in which it was the 
exception. In eighth nerve tumours a considerable excess 
was always found. Cancers of the posterior fossa also 
usually raised the protein above 100 mg., but slow-growing 
gliomas and gliomatous cysts apparently did not. Nor 
was any great excess found in angiomatous cysts of the 
cerebellum. With tumours above the tentorium yellow 
fluids with only a slight excess of protein were indicative 
of haemorrhage only. It was uncommon to find excess 
of protein (over 100 mg.) in cases of meningeal endo- 
theliomas or meningiomas, but his records included a few 
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cases of endotheliomas with proteins of between 100 and 
990 mg. The more malignant gliomas were more apt to 
cause oedema of the surrounding brain tissue, usually 
reflected in a rise of protein in the fluid. In some cases 
it might be possible to distinguish between cerebral 
tumour, cerebral abscess, and subdural haematoma by the 
cerebro-spina! fluid, but one was never very safe. 

Dr. M. H. Jupe said that results and conclusions could 
only be reached by a combination of methods. At times 
the radiograph would lead to the diagnosis of a case when 
other methods failed, but that. was seldom. He showed 
examples of routine radiography, pointing out the signs 
indicating general increase of intracranial pressure. It 
was in meningiomas that the surgeon was most likely to 
tun to the radiologist for help. Meningiomas were 
extremely complex ; they calcified, ossified, caused hyper- 
gstosis, and destruction. 


BILATERAL VENTRICULAR EXAMINATION 


Dr. OryentcK of Amsterdam, who has worked out a 
special modification of ventricular estimation, said that 
the mortality figures for ventriculography were not very 
high, though he knew surgical departments where they 
were up to 8 per cent. He did not regard ventriculography 
as purely diagnostic, since by using it a long surgical 
intervention might be avoided, therefore perhaps some 
small mortality was not without excuse. Nevertheless, 
to reduce even this small mortality was worth while. In 
his clinic a method of bilateral ventricular estimation or 
examination had been adopted, puncturing the ventricles, 
examining the fluid from the two aspects (chemical and 
microscopical), and measuring the pressure, If sym- 
metrical conditions were found in the right and left 
laterals it must mean that the obstruction, if any, was in 
the middle part of the ventricular system, in either the 
third or the fourth ventricle. He strongly agreed with 
the late Mr. Donald Armour that the pressure should 
alwavs be measured on a manometer ; it was not safe to 
count drops. Bilateral puncture and examination made 
it possible for the fluid to be taken out first on one side 
and then on the other. In a case of cystic glioma he 
had found a reciprocating actiofi between the pressures, 
as though the fluids were in communicating vessels, which 
was not the case, and he came to the conclusion that it 
was due to the fact that the glioma was adjoining the 
ventricle on one side, and so the fluid might go one way 
or the other, according to the change in pressure of the 
ventricular system. Another advantage in having a double 
puncture opening was that in cases where it was not 
possible to reduce the intracranial pressure before opening 
the dura mater, the complementary opening allowed the 
pressure to be reduced without introducing intravenous 
salines. In 1933 he had carried out sixty-one bilateral 
ventricular examinations. When the results did not 
coincide with the clinical lecalization the examination 
was repeated—which was easy to carry out, as the open- 
ings were already present—and when again the results 
did not coincide, ventriculography was dene; this 
happened in four of the cases. So far in 1934 he had 
done 110 ventricular examinations, and the number of 
ventriculographies had increased to twenty-seven. The 
danger of ventriculography was mostly in temporal lobe 
tumours, probably because in such tumours there was no 
falx cerebri to act as a buffer, and if there was a shift 
with any such tumour it reacted directly on the neighbour- 
ing tissue and the brain stem. If a ventriculography was 
done he fo!lowed it immediately by operation, but it was 
perhaps not correct to say that this reduced the mortality 
tate, because in such cases it was difficult to say whether 
the patient died from the ventriculography or from the 
operation, or both. 

Dr. C. P. Symonps said that neurologists owed a great 
deal to the surgeon for the advance which had taken place 
in knowledge of the localization of cerebral tumours. The 
work of Mr. Cairns and his colleagues and of Dr. Oljenick 
in Holland had opened up a very real advance. Mr. 
Juttan Taytor drew attention to curious annular shadows 
sometimes seen in the x-ray picture right in the substance 
of the hemisphere. One such case proved to be an 
aneirysm. He was unable to say why the aneurysm 


should show such a clear shadow, but that it did so 
there was no doubt. 

Mr. HuGu Carrns, in reply, expressed his agreement 
with Dr. Oljenick’s remark that with a diagnostic method 
proper there should be no mortality, but in practice every 
diagnostic method had a mortality. Hf all the methods 
available were discriminatingly used, however, the ulti- 
mate outcome should be a lessened mortality for brain 
tumours, provided, of course, that surgeons did their work 
properly. People had asked whether it was worth while 
to diagnose intracranial tumours. The results in the past 
had not been such as to answer that question promptly 
in the affirmative. The brain had seemed rather a hope- 
less field for radical surgery. But he recalled a remark 
by Gowers in 1893 to the effect that it was not likely that 
the removal of a tumour from the mid-cerebellum could 
be survived. The people who were going about their 
crdinary activities to-day after having had tumours taken 
out of the cerebellum were numbered by hundreds, and 
he believed that in future the results of brain surgery 
would be still further improved, especially if, beforehand, 
the cases worth operating could be distinguished from 
those not worth operating. The future lay in the hands 
of the physician and in closer clinical examination of cases. 


BILATERAL RENAL CALCULUS 


At a meeting of the Cork Clinical Society, held on 
November 16th, Dr. D. F. Hecarty presented clinical 
notes and treatment of a case of bilateral renal calculus 
in a married woman. 

The history was that some years ago this patient was 
operated on for chronic appendicitis, and two months 
afterwards she had an attack of right renal colic, and 
passed a small stone two days later. She suffered no 
further disability for the next six years and had four 
full-term pregnancies. She became pregnant twelve 
months ago, and when seven months advanced she had 
another attack of right renal colic, and again passed a 
small stone. A month before confinement she had an 
attack of left renal colic, the pain remaining for four 
days. Radiography and pyelography after her confine- 
ment showed four calculi in her right kidney and a small 
one blocking her left ureter, and free excretion of the 
dye by the right kidney. Owing to the risk of calculus 
anuria and to the patient’s condition, it was decided to 
remove only the calculi on the right side and not to 
interfere with the left side for the present. The patient 
made an excellent recovery. 


Professor J. M. O’Donovan read a communication on 
‘‘ Pernicious Anaemia: Results in a Series of Cases.’’ 
He subdivided his cases treated since the advent of liver 
therapy according to the re-ponse to treatment, and in 
each group suggested the reasons for rapid or slow 
response. One case of particular interest was that of 
a patient who developed pernicious anaemia after a partial 
gastrectomy. A prolonged discussion followed. 


J. Rousset (Presse Méd., September 29th, 1934, p. 1518) 
records a case of acute gastric dilatation with perforation 
after hysterectomy.” Many causative factors of post- 
operative gastric dilatation have been suggested: infection 
from a_perigastric peritonitis ; mechanical obstructions ; 
aerophagia and sialophagia ; anaesthetics (especially chloro- 
form) ; the state of the nervous system ; and shock. 
Perfcration is an exceptional complication ; it has been 
noted during the course of certain nervous conditions, and 
ulcerous lesions may be a possible factor. Rousset believes 
that the dilatation is the most probable cause, and ad- 
vances the following hypothesis. Subacute gastric dilata- 
tion supervenes after the operation, followed by haemor- 
rhage, due to vaso-dilatation or distension of the mucosa ; 
the mucosal lesion gives rise to an ulceration with sub- 
sequent necrosis and perforation. Simple gastric lavage, 
repeated as long as necessary, should be instituted on the 
first appearance of symptoms. Operative measures, owing 
to their poor results, are not advised. 
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CORRESPONDENCE 


London University and its Medical Schools 

Sir,—-The awful prospect of being thought foolish and 
unwise by Mr. Eric Pearce Gould (December Ist, p. 1018) 
will not, I hope, deter your readers from expressing their 
opinions upon the question of principle raised by Sir 
Ernest Graham-Litile. The additional information sought 
by Mr. Pearce Gould happens to be irrelevant to the 
question raised, which is not why so many undergraduates 
fail to graduate in medicine, but whether those who have 
completed the second M.B. should be allowed to become 
at once graduate members of the University. 

There seem to me to be two reasons strongly in favour 
of Sir Ernest’s contention. The first is that to enter a son 
or daughter for the London M.B. course is not an abso- 
lute guarantee against death or misfortune. A youth 
who, owing to family misfortune, is unable to complete 
his medical course at all is at a disadvantage in London 
as compared with Oxford or Cambridge. He is not a 
university graduate, and, whether we like it or not, the 
right to append academic letters to one’s name is an 
economic advantage in many careers. 

The second and, in my opinion, more important reason 
is that one of our academic weaknesses in London is the 
faintness of the emotional appeal made by the University. 
Oxford and Cambridge men take a legitimate pride in 
membership of illustrious corporations. Too often London 
men seem only to take pride in having passed rigorous 
examinations. Affection for or pride in the University as 
something nobler than an examining body is still rare. 
But an exainination is a means, not an end ; it is used 
is a test—one test—whether a person is worthy to become 
1 member of a great corporation devoted to the service 
of liberal education. If it be true that the young men 
ind women who have completed their pre-clinical educa 
tion are worthy to be admitted to full membership, cr 
that a relatively slight modification of their intellectual 
training would make them worthy, we should rejoice. It 
would mean that a number of young people who, in the 
ordinary course of events, will continue their education in 
London for some years, would be able to participate as 
vraduates in the life of the University. I do not believe 
the University of London can fulfil our aspirations unless 
we have an increasing number of young graduates who 
take pride in the University as such. It is very difficult 
to catch these young people without running the risk of 
lowering intellectual standards. If, in this particular case, 
ve can make graduation easier without providing a “‘ soft 
option,’’ we ought to do so. 

The late Professor M. S. Pembrey, no believer in ‘ soit 
options,’’ was an enthusiastic advocate of this reform. 
He it was, I think, who moved for a return to the Board 
of the Faculty of Medicine of the statistics upon which 
Sir Ernest has based his argument.—I am, etc., 


Fractures of the Neck of the Femur 

Str,—I note with some surprise, in your issue of 
December Ist (p. 1012), remarks which I cannot pass 
without some commentary. 

Gunshot fractures of the neck of the femur in 1915 were 
the first to suggest to me that the blood supply of the 
proximal fragment was very often inadequate, and this, 
combined with sepsis, caused a large percentage of heads 
to necrose, which, in turn, were duly removed at opera- 
tion. These observations were carefully noted, with x-ray 
pictures (Figs. 24, 25, and 26), in my book Fractures, 
which illustrates these points and hints at the very long 
prognosis. The correct and almost universal application 
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= 
of the Thomas splint—first, in the trenches ; secondly . 
& 


a bed splint; and finally, as an ambulatory splint. 
reduced (1) the appalling death rate from shock and sere. 
from 80 per cent. in 1916 to 15.6 per cent. in 1917, mi 
(2) saved innumerable limbs which would certainly have 
been amputated if treated otherwise. 

After retiring from the Service, and since 1996, T have 
been working at the L.C.C. hospitals, where some 204 
cases of fractures are constantly under my care. A very 
great number of intracapsular fractures have during this 
time passed through my hands ; the majority of thes 
have been satisfactorily treated in Thomas splints and 
extended, as I was wont to do during the war, Whey 
union is solid encugh—see Fractuyes, Fig. 1388, showing 
marked displacement, and Fig. 1389, showing complete . 
placement with union—the result will, I hope, even Please 
the hypercritics. 

The age of these patients has varied between 13 and 
years, and large numbers of them have left the foy 
hospitals walking, some united and others not, in Calliper 
splints—even a spontaneous fracture in a malignant cag 
returned, after being treated and sent out of hospital, 
with some union, in her calliper splint, to die a year later 
of the primary cause. At Dulwich Hospital, S.E.9 
where there have been for years casualties in these high 
fractures occurring at the rate of two deaths per month, 
there has not been a singie death in this variety of case 
since the fractures were taken over by me some eighteen 
months aga. Surely this is sufficient proof as to the 
efficiency of the Thomas splint. All these statements of 
mine can be readily verified. 

These are scme of the facts and figures I advance fo 
denying the remarks made by Mr. Watson Jones, who 
reported to have said “‘ that the Thomas splint or cal liper 
was dangerous in such high fractures, and was not to be 
recommended at any stage of treatment.’’—I am, ete., 

London, W.1, Dec. 3rd MEURICE SINCLAIR, 


Short-wave Diathermy 


Sir,—As one who took part in the discussion on this 
subject at the Royal Society of Medicine on November 
16th (see Journal, November 24th, p. 956), and who had 
on that date given 1,792 ultra-short-wave treatments, 
I would like to comment on Dr. C. B. Heald’s letter. 

Papers on ultra-short-wave therapy have been published 
since 1926. Schliephake, in the second edition of his book 
Kurzwellentherapie, which has just become available, gives 
236 references to books and articles dealing with this 
subject. This method, therefore, can hardly be described 
as a new one, though its use in this country is compara- 
tively recent. In regard to the difierences between treat 
ment given by diathermy and by ultra-short waves, it 
should be remembered that some of the greatest successes 
which have followed the use of ultra-short waves have 
been in cases where there has been enclosed pus—namely, 
pulmonary abscesses, pleural empyema, sinusitis, dental 
abscesses, etc.—conditions in which diathermy is contra: 
indicated ; also in cases such as carbuncles, boils, whitlows, 
etc., where it would not be possible, for technical reasons, 
to give diathermy treatment. At the Royal Society of 
Medicine discussion it was noticeable that those speakers 
who had had an opportunity of using apparatus of suff- 
cient power appeared to have had the greatest success iM 
treatment. As in every other form of therapy, efficient 
apparatus is essential, and in ultra-short-wave treatment 
particularly improvised home-made accessories have not 
proved satisfactory. Adequate care and skill in the tech- 
nique is, of course, just as necessary. Exaggerated claims 
are equally to be deplored as uncritical condemnatioa 
without personal experience or trial.—I am, etc., 


London, W.1, Nov. 30th. W. Kerr Russett. 
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Treatment of Epilepsy by Snake Venom 


Srr,—I shall be pleased, as Colonel Elliot says, to offer 
any help in my power to medical men wishing to treat 
epilepsy by snake venom, but I would like to make my 
attitude clear. 

There is, I think, sufficient evidence of the successful 
treatment of epilepsy in this way to warrant further in- 
vestigation, but I have no evidence to make me more 
optimistic than this. The treatment would, of course, be 
quite empirical, though reports of cases seem to show that 
it depends on something in the nature of protein shock.— 


Iam, etc. 

BurGEss BARNETT, M.R.C.S. 

Curator of Reptiles, Zoological 
Society of London. 


December 3rd. 


Sm,—I have recently received communications from 
sources which cannot be considered either unimportant or 
negligible, to the effect that the medical profession in this 
country has been very slow to take up the treatment of 
epilepsy by the injection of snake poison. It is suggested 
that we have been prejudiced because a leading part in 
this movement has been taken by laymen and not by 
those of our own profession. 

In favour of the treatment of epilepsy by venom there 
are two sources Of evidence. (1) Very striking cases have 
been published, both in America and in Africa, of the 
complete cure of epilepsy following the bites of poisonous 
snakes in which, though the patients were made very ill, 
the amount of venom injected was not sufficient to-cause 
death. (2) There are a number of records of patients 
treated by the injection of snake venom in which it is 
claimed that long-standing epilepsy has been cured. These 
come both from America and from Africa, and, unfortun- 
ately, many of then: are open to some criticism. In both 
the above countries it has been comparatively easy for 
medical men to obtain a supply of snake venom, whereas 
in this country it is very difficult for them to get it. 
Moreover, snake venom, as usually obtained, is full of 
dangerous septic organisms. 

The fact that the curator of reptiles at the Zoological 
Society's Gardens is now a medical man who has in the 
past been in active medical practice, has an important 
bearing on snake problems at the present and I hope for 
along future. Dr. Burgess Barnett, the curator of the 
reptile house, is very keen to help in work of this kind. 
He is prepared to advise medical men as to the most 
suitable form of snake venom for use in any particular 
type of case, and as to the method of obtaining an aseptic 
product by appropriate treatment of the venom. 

If low doses are given to begin with, the risk of any 
unfortunate happening is practicably negligible. Through 
the kind introduction of Mr. Ditmars of the New York 
Zoological Park, I was put in touch with Colonel M. L. 
Crimmins, a retired Army medical officer of the United 
States of America. Co!onel Crimmins, taking advantage 
of an accident to begin with, has immunized himself 
against rattlesnake poison, and has shown conclusively 
that it is possible to do this in the same way as we have 
long known that immunity against snake venom could 
be established in animals. Colonel Crimmins’s blood has 
been used successfully in the case of a child bitten by 
a venomous snake. Needless to say, the method has been 
well established in animals, so that it can no longer be 
described as an unjustifiable experiment, or, indeed, as 
an experiment at all. Even were it an experiment, which 
it is not, | have abundant evidence in writing from 
epileptics and others that they would be only too willing 
to take the risk involved if it offered any reasonable 
prospect of cure. 

May I venture to hope that some enterprising medical 
men, preferably those with hospital opportunities and 
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practising in London, will get in touch with Dr. Burgess 
Barnett, who has most kindly promised to give any such 
all the help in his power. He has authorized me to make 
this offer on his behalf, and he can be addressed at the 
Zoological Gardens, Regent’s Park, N.W.8.—I am, etc., 
R. H. M.D., 
Lieutenant-Colonel, 


London, W.1, Nov. 26th. Late of the 1.M.S. 


Ingrowing Toe-nail 

S1r,—From articles that have appeared in the Journal 
it seems that rather severe surgical procedures are still in 
use for the relief of the above. The following will be 
found a method of treating the condition which is simple, 
painless, and entirely successful. The relief is immediate, 
the cure is complete in a few days, and if ordinary after- 
care is used there is no recurrence. I was shown this 
treatment forty-five years ago by a farmer’s wife in 
Australia, who operated on me, and I have used it ever 
since. 

The procedure is simple, but it is important that the 
technique should be followed exactly. Two points must 
be borne in mind. First, the downward curve of. the 
nail from side to side must be replaced by an upward 
curve, or its nearest approach ; and secondly, on no 
account must anything be removed or pared from the 
edge of the nail where the so-called ingrowing is taking 
place. 


The toe must first be theroughly soaked in hot soap and 
Then a groove, or rather a “‘ flat,’’ is made down the 
The instrument to do this with 


water. 
centre of the nail by paring. 


Illustration showing spur on left and area to be shaved 
thin to form hinge in centre. 


is a piece of broken bottle glass. It is quite useless to try 
to do it with a file or scissors. It will be found that the sharp 
edge of the broken glass ‘‘ spokeshaves ’’ down the softened 
nail with the greatest ease and accuracy. The shaving must 
be continued until the centre line is quite thin, and the pink 
nail bed shines clearly through. This line now forms a hinge 


on which the two sides of the nail can be bent up. Of course, 
this is done chiefly on the affected side. As the edge of the 
nail is lifted pledgets of wool are packed under it. In a few 


hours, for convenience at the next visit, the edge of the nail 
can be lifted clear of the bed and packed again. 

Now comes a very important point. If the case is of any 
standing it will invariably be found that on the edge of the 
nail at the most painful point is a spur or spike. This seems, 
and probably is, the cause of the pain, and it seems the 
obvious thing to do to remove it. On no account must this 
temptation be yielded to. If it is removed recurrence is 
certain to take place. The proper course is to raise it 
tenderly, by bending the nail still further on the central 
hinge, and letting it grow out, up, and over the irritable ulcer 
under it. This preserves the full width of the nail. As soon 
as it is raised the relief is immediate, and in a few hours the 
patient can walk without any pain. 

The spur is, I believe, caused by the sufferer cutting 
round the nail, and leaving a small piece at the corner at 
each cutting: hence the importance of cutting the toe-nails 
straight across and always leaving projecting corners. If 
this is done ingrowing toe-nail will not occur. Those who 
have a tendency to suffer should always keep their nails 
There is one difficulty which may be 
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and sunken. This makes shaving a proper groove and 
raising the edge difficult, but it can generally be managed 
to some extent, which will give relief, and further treat- 
ment can be carried out on the same lines as the nail 
grows. Many of the cases treated by this method show 
a good deal of suppuration, and a boric compress is a 
useful addition to the treatment in such circumstances. 

I would be interested to hear from anyone who may 
try the above treatment.—I am, etc., 

P. F. CHapMan, M.B., C.M.Eb. 
faynuilt, Argyllshire, Nov. 26th. 


Obstetric Methods at St, Mary Abbots 
Str,—I have carefully read the report of the work at 


the Louise Margaret Hospital, published by Colonel E. L. 
Moss in 1924 (British Medical Journal, 1924, ii, 272), and 


- it is clear that his ‘‘ challenge,’’ published in your issue 


of November 24th (p. 964), is due to the fact that he has 
confounded morbidity with mortality. His paper contained 
no figures relating to morbidity as measured by any known 
standard. It is quite impossible to compare the mortality 
rate of a sheltered hospital, where all except four of the 
patients were soldiers’ wives, and regularly attended an 
ante-natal clinic, with that of a unit like the one at 
St. Mary Abbots. During the last fortnight three of the 
puerperal patients in the suspect ward suffered from tuber- 
culosis, two were sent in from outside after being many 
hours in the second stage of labour, and one was sent in 
because of severe varicose veins. There are in the ante- 
natal ward three patients sent in with morbus cordis, one 
being admitted with serious circulatory failure, one with 
asthma, one with pyelitis, and one with a blood sugar of 
just under 400 mg. per 100 c.cm. All of these patients 
save one were sent in because of the ‘‘ complication,’’ and 
they are typical of the material dealt with in the unit. 
I still assert that, so far as I am aware, the morbidity 
rate at St. Mary Abbots Hospital was the lowest ever 
recorded in this country. 

I must apologize for the error pointed out by 


Colonel Moss. The enema is given towards the end 
of the first, not the second, stage of labour. I regard 


a temperature of 98.4° F. during the puerperium as 
pathological because, so far as I am aware, a_ healthy 
individual confined to bed rarely, if ever, records a so- 
called normal temperature. All the patients are kept on 
an exceedingly generous diet, and I can assure Colonel 
Moss that they have plenty to get rid of, and are not 
suffering either from acute diarrhoea or burned “‘ seats.’’ 
It does seem to me that he tends to assume that a thing is 
good because it is new. Are his present results superior 
to those published in 1924, at which time he could not 
have used dettol, and probably did not wear a mask? 
Still, I agree so heartily with much of his letter that 
I hope he will allow me to congratulate him on_ his 
excellent results. 

Dr. James Cook has succeeded in astonishing me. I am 
delighted to have his categorical assurance that for the 
last quarter of a century general practitioners have always 
worn gloves, shaved the ‘pubic hair, used more than a 
gallon of antiseptic solution, and a corresponding number of 
swabs for each confinement ; have dispensed with vaginal 
examinations in normal cases; have not touched the 
perineum during delivery ; have dispensed with induction 
of labour and Caesarean section, and kept the forceps rate 
below 4 per cent. ; have used adequate amounts of anti- 
streptococcal serum in possibly infected cases ; have in- 
sisted on adequate drainage and purgation ; and have kept 
the urine alkaline during the puerperium.—I am, etc. 


London, W.1, Dec. 3rd G. W. THEOBALD. 
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Sir,—May I, a humble practitioner who Pactisey 
midwifery without having ‘‘ resided for at least three 
years in a maternity hospital,’ offer some commen}; 
upon various points mentioned by Dr. G. W. Theobalq 
(Journal, November 10th, p. 850). 


1. Two ounces of castor oil plus two enemata during laboyy 
might be considered by some to be unnecessarily enthusiastic 
treatment. 

do not wear masks,” As every 
surgeon now wears a mask while operating, is there any 
reason why a nurse, ‘‘ when conducting a confinement,” 
should not do the same? 

3. It may be assumed that organisms responsible for 
puerperal infection gain access through this narrow portal” 
—that is, the vulva. Why may this assumption be made 
Is there no such thing as autogenous infection? 

4. ‘If the vulva is kept antiseptic . . . infection cannot 
and does not occur.’’ I make bold enough to say that eyen 
if the vulva is kept antiseptic infection can and does oceyy. 
We all know the case in which the confinement has beep 
normal, with every aseptic and antiseptic precaution, with no 
vaginal examination at all, and in which death has resulted 
from puerperal septicaemia. 

5. ‘‘ Two drachms of liquid extract of ergot are given ag 
soon after the placenta is delivered as possible.’’ Assuming 
this to be a prophylactic against post-partum haemorrhage, 
is not an intramuscular injection of pituitrin or femergin more 
efficacious? And is it not a little difficult to administer drugs 
by mouth when the patient is, presumably, anaesthetized? 

6. ‘* Each patient is given 3ij of castor oil on the morning 
after delivery and a purgative on each subsequent night that 
she spends in hospital.’’ (My italics.) Is this necessary? 
It is certainly unnecessary in general practice. .I am sure that 
most doctors would find themselves very unpopular if they 
ordered this drastic procedure for their private patients. 

7. ‘I have long been convinced that infection of the 
urinary tract usually precedes or is causally connected wit) 
puerperal infection.’’ What pathological or bacteriological 
evidence is there for this statement? 

8. ‘‘ Each mother . . . soaks her hands in biniodide before 
feeding the infant.’’ Might not biniodide get from the 
mother’s hands to her nipples, and thence to the child’s 
stomach ? 

9. ‘I maintain that a temperature of 98.4° during the 
puerperium is pathological.’’ I am going to be charitable, 
and suggest that this is a misprint! 

10. Forceps were applied on twenty-nine occasions.” 


Without making the slightest suggestion that forceps were ’ 


applied unnecessarily, one would like to know the specific 
reason in each case, as one has been taught that there are 
only two absolute indications for forceps: (a) maternal 
distress, (b) foetal distress. 

11. There has been no mention of anaesthetics whatsoever 
—apart from an injection of morphine and scopolamine at the 
beginning of labour—whether they are given at all, what they 
are, or the technique of their administration. 

May I say that it is with the greatest diffidence that 
I submit these points to one whose ability and experi 
ence in obstetrics is so many times greater than my own. 
—I[ am, etc., 

Sydenham, S.E.26, Nov. 19th. W. A. BELLAMY. 


Puerperal Morbidity 


Srr,—Much alarm has been caused generally through- 
out the country by reason of the rising death roll of 
maternity. Many suggestions have been offered to lessen 
this rate, both in medical journals and in the lay press, 
and money has been promised by the Government for 
methods for its solution. Emphasis has been laid on the 
creation of more ante-natal clinics and for their increased 
use, for the creation of hospital beds, and for the linking of 
home and clinic by the creation of more district visitors. 

I do not deprecate any of these suggestions—rather are 
they all in their way very useful—but I do stress the fact 
that in my opinion the chief factor in reducing maternal 
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mortality has been almost completely overlooked. It is 
significant that the rising death rate has supervened from 
the time that the general practitioner has practically 
ceased to be an obstetrician ; from the time when medical 
officers of health have published yearly an increase in 
the number of deliveries by midwives only, and the insti- 
tution of ante-natal clinics. I am not suggesting that 
the midwives are responsible for this ; on the contrary, 
they are now much more highly trained and intelligent 
than formerly ; but I do suggest that the midwives alone, 
coupled with the inexperience of medical practitioners 
qualified within the last eight years, especially in dealing 
with difficult labour, is largely responsible. 

It is not so much the inexperience of the doctors, but 
their lack of experience and their lack of opportunity in 
attaining it. How can a medical man be expected to deal 
adequately with a difficult case if his experience of normal 
labour is almost negligible? 

I am speaking from sixteen years’ experience of general 
practice, during which time I have delivered over 1,000 
women, with one maternal death due to haemorrhage 
sixteen days after confinement. In my first eight years 
of practice 100 confinements a year was usual ; the peak 
in one year was 178. In the last eight years the number 
has dropped so enormously as to be almost negligible. 
Two years ago I had only fourteen confinements in the 
twelve months, all but two being difficult deliveries— 
emergencies applied for on a midwife’s note. Without 
the experience gained in previous years I should have 
felt incompetent to deal with some of these cases. More 
than once I have assisted on request a junior practitioner 
who had that feeling. 

[ contend, therefore, most strongly that the best and 
only plan to produce the best results is the provision of 
a general practitioner and a midwife for every pregnant 
woman. Women who become pregnant must be en- 
couraged to consult the doctor of their choice at the 
earliest possible moment. They should also be encouraged 
to look upon pregnancy as a natural process and not as 
an illness. 

My own plan for the care of pregnant women is as 
follows : 

1. A general bodily examination, with inquiry into past 
history for those I have not previously attended. 

2. Pelvic measurements and an early vaginal examination. 

3. Examination of the urine, repeated not later than every 
fourteen days afterwards. 

4. Blood pressure reading, repeated monthly. 

5. General advice on mode of life, including diet. Mode 
of life is made as usual as possible, coupled with the insistence 
of pregnancy being a physiological and not a_ pathological 
process. 

6. The choice of midwife or monthly nurse as soon as possible. 

7. In the later months of pregnancy bi-weekly, and finally 
weekly, abdominal examinations in company with the nurse. 

This method ensures little or no loophole for the over- 
looking and development of pathological conditions and 
abnormal positions. Immediately any abnormality is 
suspected the advice of a consulting obstetrician is 
obtained, either privately or at the clinic, this undoubtedly 
being the chief function of a clinic. The insistence that 
the confinement shall take place in the woman’s home is 
important. This should be only contraindicated where 
the practitioner considers the home conditions unsuitable, 
or from pathological conditions requiring hospital treat- 
ment. I am certain this method will do much, and more 
than any other method, to reduce the growing death roll. 
The Government and local health authorities’ aim should 
be the provision of a doctor for every confinement and the 
delivery of the mother in her own home.—I am, etc., 


G. S. Swan, M.B., Ch.B. 


Honorary Assistant Physiciaa, 
Birkenhead and Wirral 


3irkenhead, Nov. 19th. 


Children’s Hospital. 
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Plea for Abolition of the Pelvimeter 


Sir,—Mr. Bourne raises a question of great importance 
in your issue of November 24th: ‘‘ Should the pelvimeter 
(for external measurements) be abolished?’’—a subject 
that deserves the fullest consideration by the Obstetrical 
Section of the Royal Society of Medicine, and is too large 
for the pages of the Journal. There is one point, how- 
ever, fundamental to the issue, on which I venture to give 
my opinion—namely, the reliability and value of external 
measurements to indicate or determine the internal 
measurements of the pelvis. 

In 1882, when appointed demonstrator of obstetrics 
under Matthews Duncan at St. Bartholomew’s Hospital, 
I began to study this question in the post-mortem and 
dissecting rooms by comparing the external measurements 
with the actual internal measurements which they were 
supposed to determine, using male as well as female 
cadavers. Ina few years I measured many pelves, mostly 
those we consider normal ; also specimens of the justo 
major and minor types ; the simple flat, rachitic of all 
degrees, mollities ossium, and one case, in a young woman, 
with Naegele’s deformity, easily recognized by comparing 
the lengths of the two external oblique diameters and 
verified by internal examination. 

This examination of a series of pelves is of the greatest 
value to those who have to teach and practise obstetrics. 
It gives the answer to the question ; it tells him that 
while external measurements give valuable information in 
indicating the type and some information of the degree 
of deformity, they do not, except in severe cases, enable 
him to ‘determine accurately the internal measurements, 
and certainly not to decide on such grave issues as 
Caesarean section or even induction of labour. Accurate 
internal measurements can only be made within the pelvis, 
and both require to be made by a careful and experienced 
examiner, whether doctor or midwife. My results were 
given from time to time to the Obstetrical Society.— 
I am, etc., 

S. A. GRIFFITH, 
Consulting Obstetric Physician, St. Bartholomew’s 
Hospital ; Senior Consulting Surgeon, Queen 
Charlotte’s Maternity Hospital. 
Nov. 28th. 


London, S.W., 


Sir,—I am in entire agreement with the suggestions 
made by Mr. Aleck Bourne in the Journal of November 
24th (p. 963). A comparatively limited experience of 
obstetrics and ante-natal work is sufficient to bring home 
to one the untrustworthiness of any conclusions or plan 
of treatment based on the use of the pelvimeter. Yet our 
textbooks still present us with various measurements and 
the appropriate treatment based on these measurements. 
The actual figures given vary, and, indeed, each obstet- 
rician tends to use a set which he has come to regard as 
average. Were it possible to get an accurate idea of the 
size of the pelvic inlet from external measurements (and 
I submit it is not), there are other factors which are 
more important in so far as they are the more common 
causes of delay and difficulty—such as inertia, cervical 
stenosis, incomplete flexion, and minor grades of 
asynclitism. 

In my student days great importance was attached to 
the true conjugate diameter, and it was taught that it 
could be measured with sufficient accuracy by means of the 
hand in the vagina and palpation of the sacral promontory. 
lf this could not be palpated all was well. I agree that 
such a measurement would be most useful, but I know 
of no means of telling when my finger is exactly between 
the last lumbar and the first sacral bodies, or if I have 
ever palpated this area. The most one can hope to obtain 
from such examination is a fair estimate of the amount 
of room in the pelvis and, when associated with head- 
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brim test, some idea of the relative size of the foetal 
head. Here experience is of inestimable advantage, and 
in doubtful cases an anaesthetic is very helpful. This 
experience can only come by having the ante-natal care 
and subsequent delivery conducted by the same individual. 

The pelvic inlet can be accurately studied and 
measured by ¥ rays. Radiology also gives one the most 
accurate information possible about the lie and condition 
of the foetus. To know the measurements accurately 
may not be of such help as it seems, because we can 
never tell what the uterus is going to do. Such informa- 
tion would, however, tend to stay the hands of our more 
surgically minded colleagues. It is the minor grades of 
contracted pelvis which constitute the bugbear. Though 
the mortality of Caesarean section in the ‘‘ failed forceps ”’ 
case may be high, I think more use should be made of 
“trial labour.’’ 

The present time would not be amiss for investigation 
of the whole question of induction of premature labour. 
Closer co-operation between those of our members who 
control large maternity units and the radiologists would, 
I am convinced, prove that in x» rays we have a most 
useful weapon in the fight against maternal mortality. 
Old-established customs die hard, and I fear the obstet- 
rician and his pelvimeter will not be easily parted. He 
will probably still continue on his daily round, measuring 
the ‘‘ transverse ’’ and ‘‘ true conjugate ’’ with the same 
child-like simplicity with which the physician percusses 
out the deep cardiac dullness and the aortic arch.— 
Lamy, etc., 


P. HoGan. 


Wexford, Nov. 26th. 


Sir,—Mr. Aleck Bourne’s suggestion to abolish the use 
of the pelvimeter may have come as a shock to some, and 
vet his suggestion is based on what must be common 
cxperience when the records of the ante-natal department 
are subsequently linked up with the actual results of 
labour. 

Like many other obstetricians I have long ago ceased to 
pay any attention to that most fallacious of measurements 

the external conjugate ; but I have not so far aban- 
doned the recording of the other external measurements, 
for the reason I am about to state. Mr. Bourne, in the 
second question he asks us to put to ourselves, opens up 
a problem of real interest, and one which, I humbly 
submit, not every highly trained obstetrician could answer 
with entire satisfaction to himself ; for in our practice 
of taking the interspinous and the intercristal measure- 
ments it is surely quite true what Mr. Bourne says, that 
we do infer that such measurements are closely asso- 
ciated with the size of the true pelvis—an inference which 
Mr. Bourne denies. Yet my experience entirely coincides 
with that of one of your correspondents (Professor R. W. 
Johnstone) when he says: ‘“‘If the external measurements 
are definitely below normal they suggest that the true pelvis 
is also smaller than normal.’’ I submit that most people 
of experience will concur in this observation, and, if this 
is accepted, then surely the taking of such measurements 
will fulfil a useful function, in so far as, when discovered 
to be abnormally small, the patient is automatically 
placed on the list of those whose pelvis requires a fuller 
and more detailed investigation. The statement that ex- 
perienced people measuring the same pelvis will usually 
obtain different readings is notoriously true, and it has 
been my own experience in more clinics than one to 
observe the truth of this revealed in a manner both 
What does this signify? It 
indicates that external pelvic measurements are sometimes 


interesting and amusing. 


so difficult to take with anything like approaching 
accuracy that they are useless, for the reasons Mr. Bourne 
states. 


Rather than abolish external pelvimetry, however l 
suggest that it might be a wiser step for all teachers tp 
emphasize more strenuously the danger of attaching too 
much significance to external measurements. Mr. Bourne 
refers to the performance of the induction of labour and 
Caesarean section based on pelvimetry alone ; but surel; 
this is not obstetrics at all, and cannot be too strongly 
condemned. 

In an endeavour to estimate the capacity of the true 
pelvis, quite apart from internal measurements, I qo 
agree with Mr. Bourne that a careful general palpation of 
the pelvic basin and outlet is often extremely helpful, ang 
for several years I have made it an essential part of the 
usual examination of every pelvis supposed to be con. 
tracted. I do not, however, for one moment regard it as 
comparable in value to the time-honoured manceuvre of 
Munro Kerr in assessing disproportion, which I believe 
has more than justified the position it occupies ; but after 
all this is a different problem. 

When Mr. Bourne threatens to blot out from obstetrics 
Barbour’s well-known axiom, ‘‘ That the foetal head is the 
best pelvimeter,’’ I must definitely dissent, as I am so far 
unable to find a better substitute. I consider, however, 
that Mr. Bourne’s letter is well calculated to arouse the 
attention of all engaged in ante-natal work to the gross 
errors which may arise directly from the significance 
attached to external measurements. Their real value is, 
I submit, “‘ suggestive "’ of pelvic contraction, but nothing 
more.—I am, etc., 


University College, Dundee, Dec. Ist. Joun McGrspon. 


Treatment of Cervicilis by Diathermy Curette 

Str,—I read with great interest Mr. J. C. Ainsworth- 
Davis's article, in the Journal of November 24th (p. 935), 
describing his technique for the treatment of cervicitis by 
the diathermy cutting current. As he states, this rational 
method was introduced into this country by Dr. Everard 
Williams, who was much impressed by the results that he 
had seen in the United States. He started an out-patient 
clinic at Charing Cross Hospital which was devoted solely 
to this line of treatment, and during the first two years 
of its existence I had the good fortune to be his clinical 
assistant, and thus to observe the excellent results obtained 
as compared with such old-fashioned and obviously futile 
procedures as painting the external os and lower end of 
the canal with dilute antiseptics. 

As regards differences of technique, the following are of 
sufficient importance to be considered. First, we carried out 
the treatment as an out-patient procedure, only exceptional 
cases being admitted to the wards. <A large number of cases 
did not receive any anaesthetic at all, and suffered little pain, 
except when the conizer touched the internal os. Those 
patients who were anaesthetized were detained for a few hours, 
and then allowed to proceed home. Local anaesthesia is 
probably the method of election. But the point is that, if it 
is possible to complete the treatment in out-patients—and 
there is every reason to believe that this is the case—the 
economic value of the method is greatly increased, as it is far 
cheaper for the patient, does not keep her from her home or 
employment, and does not iurther tax the already overloaded 
wards of the hospitals. 

The next striking difference is that Mr. Ainsworth-Davis 
removes the infected mucosa from the endocervix by longi- 
tudinal strokes instead of by a rotary movement. It is true 
that the original conizer was in many wavs unsatisfactory, 
but Dr. Williams designed another model with a rotating shaft 
that was not only more efficient, but less liable to be broken. 
Nevertheless, the cutting curette would seem to be a further 
improvement, having only the disadvantage that it 1s more 
easy to burn the vagina with it as it slips out of the canal. 
Mr. Ainsworth-Davis does not mention two additional instru- 
ments that we found most useful. The first was a_ blunt 
metal knob, called a ** fulgurator,’’ which dealt most efficiently 
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with erosions ; the second was a stout diathermy needle, with 
which to puncture Nabothian cysts, an essential step in the 
complete treatment of a typical case. Nearly every patient 
received the three-stage treatment of conization, fulguration, 
and acupuncture, these being sometimes carried out at one 
treatment and sometimes at three successive attendances at 
the clinic. 

Finally, touching on the matter of results, two features 
were of especial interest. The first was to observe how 
rapidly a grossly hypertrophied and oedematous cervix shrank 
down to normal dimensions after treatment, the physical 
appearance improving coincidentally with the disappearance 
of pain and discharge. The other was the remarkable im- 
provement in the general health of the patients brought about 
bv the elimination of a septic focus in which infection was 
commonly under tension in the cysts—the most important 
factor in absorption, and one that particularly justifies acu- 


puncture. This feature was most strikingly illustrated in 
cases in which there was a definite secondary metastatic 
focus. Thus I recall one woman, virtually blind from an 


jridocyclitis that was finally traced as secondary to a severe 
cervicitis, who within a week of a thorough treatment was 
able to read her newspaper. 

There is good reason to believe that every gynaecological 
department should be equipped to provide this treatment 
for the thousands of cases of this unpleasant and debilita- 
ting condition, and I think there is also good reason to 
believe that the incidence of carcinoma cervicis uteri would 
be favourably affected by the early and efficient surgical 
diathermy of chronic cervicitis. It is to be hoped that 
Mr. Ainsworth-Davis’s article may stir the somewhat 
stagnant waters of British gynaecology to something more 
than the faint amusement with which conization was 
greeted two years ago.—I am, etc., 

Guernsey, Nov. 28th. J. OrvE Poynton. 


Cervical Erosion and Discharge 


Sir,—The most interesting paper of Mr. Ainsworth-Davis 
(November 24th, p. 935) encourages me to summarize the 
conclusions which I have formed after thirty years’ experi- 
ence of treatment of discharge by electrical methods. (I 
was compelled to find a method of curing discharge when 
it caused constantly recurring pruritus and eczema of the 
vulva.) There are at least four types of discharge which 
cai give rise to erosion similar to the illustration in Mr. 
Ainsworth-Davis’s paper. 

1. When cervicitis is the cause, correctly administered 
ionization will certainly cure the condition. B adder 
infection is often present ; then the cervical discharge 
contains B. coli and faecal streptococci. It is astonishing 
how many cases of leucorrhoea in girls under 20 are due 
to erosion and cervicitis, with these organisms in the 
discharge. 

2. | have had many cases sent to me after curetting, 
after surgical (including coning) diathermy, and after 
amputation of the In such cases. the discharge 
comes, and has probably long been coming, from higher 
up than the cervix. Tonization to the whole of the 
interior of the uterus is curative, provided that the tubes 
and the ovaries are healthy. 

3. In certain cases ionization of the womb is painful. 
I regard this now as of diagnostic aid, pointing certainly 
to pelvic inflammation ; often to some existing latent 
inflammation of tubes, or appendix. In such 
Cases the discharge alters, but either (a) does not entirely 
vanish, or (b) relapses ; and sooner or later some condition 
of the adnexa evident. Here pelvic diathermy 


Cervix. 


ovaries, 


becomes 


is curative only when the discharge is due to a tubal 
condition. 

4. There is a type of case in which, after a course of 
treatment to the whole womb, with or without pelvic 
pain, the discharge alters in character, becomes free of 


organisms, then vanishes. 


Then at intervals a discharge, 
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sometimes only for a few days at a time, appears. Often 


the patient tells me this coincides with a chill or a bout 
of constipation, fatigue, or mental conditions such as 
anxiety and over-excitement. Cure is obtained only by 
attention to the general health. One patient, who had 
seen many specialists, became cured and remained so 
whilst she adhered strictly to a vegetarian diet. However, 
I have not found that the erosion relapses in these cases 
if a complete course of ionization has been given.—I am, 
eté:, 


London, W., AGNES SAVILL. 


Nov. 27th. 


The Duodenum and the Kirby Grip 


Sir,—In the Journal of November 24th (p. 965) Mr. 
Rendle Short describes two cases of the Kirby hair grip 
being swallowed by small children and the best method 
for treating surgically a hold-up in the duodenum. It 
may be of interest to record another case. 

About a year ago I was called to see a little girl, aged 
24 years, who had just swallowed one of these appliances. 
By x-ray examination its progress was followed in the 
intestinal tract. There was no hold-up in the duodenum, 
and any delay took place at the ileo-caecal valve. The 
‘ grip ’’ was passed naturally within four days. Needless 
to say aperients were strictly forbidden, but I arrived just 
in time to prevent a dose of castor oil being administered. 
—I am, etc., 

London, E.4, Nov. 26th. 


” 


R. W. Swayne. 


Str,—Mr. Rendle Short, interesting letter 
(Journal, November 24th), states that in children the 
Kirby grip cannot negotiate the fixed curves of the duo- 
In his two cases, aged 2 and 5 years, operation 
was necessary. I recently saw a boy, aged 2} years, who 
had swallowed one of these curious instruments. Skia- 
grams one and three days later showed it to be lying in 
the stomach ; but further examination on the seventh 
day revealed it apparently in the descending colon. The 
event was eagerly awaited, and thirty-six hours later— 
that is, on the ninth day—the grip was passed naturally. 

It may be suggested that this Kirby grip was not so long 
as those in Mr. Short’s cases, but I am informed by a 
specialist in the installation and renovation of “‘ permanent 
waves ’’ that all are of the same size. I was presented 
with two specimens, both between 1.9 and 2 in. long, and 
both with fairly sharp points. I am grateful to Dr. 
Cockayne for allowing me to describe this case, which was 
in his care in hospital.—I am, etc., 


denum. 


London, S.W.3, Nov. 30th. P. R. Evans. 


Spontaneous Regression of Cancer 


Srr,—May I add a word or two to Dr. Todd’s letter 
to the Journal of November 24th in which he condemns 
Mr. Joll’s statement that there are 400 instances of 
spontaneous retrogression of carcinoma on record. I have 
spent a time during the past ten years 
investigating this problem. I have asked for details in 
the Journal from time to time as well as asking for 
details of recorded cases in the most important countries 
where accurate records are kept. So far I have not had 


considerable 


-one case presented which would satisfy the ordinary laws 


of evidence when we deal with the subject of spontaneous 
retrogression of carcinoma. 

I have collected 720 instances of what appear to be 
spontaneous cures, and these can be simply classified as 
follows. 

1. Clinical carcinoma—no microscopical 
malignancy available—506 instances. 


evidence of 
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2. Retrogression of undoubted carcinoma at sere longer 
than five years after treatment—198 instances. 

3. Cases of ? chorionic carcinoma—? carcinoma of the body 
of the uterus—and certain tumours of bone: all cases where 
even the microscope does not afford infallible evidence of 
malignancy—sixteen instances. 


We may therefore dismiss the question of spontaneous 
retrogression of carcinoma as being only a very remote 
possibility which, so far, cannot be considered as a 
clinical entity.—I am, etc., 


London, W.1, Nov. 24th. Joun H. Hannan, M.D. 


Sir,—I gather from your editorial note appended to 
Dr. A. T. Todd’s letter in the Journal of November 24th 
(p. 966) that what Mr. Joll really stated was that 400 cases 
of complete spontaneous cure of cancer are on record. 
Presumably this means in the medical literature of the 
world, since such matters have been recorded. It does 
not surprise me that Mr. Joll has not responded to 
I have 
myself seen thousands, rather than hundreds, of cancer 
patients in the past twenty-five years, and I have never 
seen anything remotely suggesting spontaneous cure. That 
such cases exist must be granted, but for any single man 
to see more than one in a lifetime must be extremely rare. 
No doubt a mathematician could tell us the precise odds. 

In his paper in the British Journal of Surgery of April, 
1934 (p. 629), Dr. Todd claims an ‘‘ apparent cure ’’ in 
38 per cent. of all cases which received adequate treat- 
ment by his method. Every one of these cases had been 
pronounced hopeless by those originally in charge of 
them. To mention ‘‘ spontaneous cure ’’ in the face of 
such figures is evidence either of a complete lack of the 
mathematical faculty or of a disbelief in the claims as 
to numbers of “‘ apparent cures.’’ I can only suppose 
that the latter is the explanation. 

I do not know whether or not Mr. Joll has investigated 
Dr. Todd's cases personally, but I, do say that no one 
should criticize his results without having visited the 
clinic. I have done so, and therefore what I say at least 
has the value of a first-hand statement. As I had not 
time to see everything I asked Dr. Todd in advance if he 
would kindly collect cases of cancer of the breast for my 
inspection. This he did. I verified several of the cases 
referred to in his paper. I had, of course, to form an 
idea of their original condition from notes and _ the 
patients’ own statements ; but there were, fortunately, 


Dr. Todd’s challenge to produce twenty cases. 


two patients with cancer en cuirasse undergoing treatment. 
Of these, one was pra tic ally well, the site of the 
carcinomatous infiltration being denoted only by a darker 
colour of the skin ; and, in the other, healing was taking 
place from the circumference, about one-half being still 
in the cw:vasse state. Now in a long experience I have 
not seen an apparent cure in a case of this nature ; 
and these cures, or disappearances, of the lesion made 
a great impression on me, especially as they were accom- 
plished in a few weeks. 

If imitation be the sincerest form of flattery, then I 
have sincerely flattered Dr. Todd. For I came back from 
Bristol with the hope—almost the belief—that the 
excellent temporary results so often obtained by judicious 
y-ray treatment might in many instances be made 
permanent by combining radiotherapy with  sulphur- 
At the Croydon General Hospital the 
generosity of the board of governors and the co-operation 
of my colieagues has made it possible to set up a special 
breast cancer clinic.—I am, etc., 


selenium injections. 


London, W.1, Nov. 27th. F. HERNAMAN-JOHNSON, 


| 


Tue Barrisy 
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A Mental Hospital Clinic 


Sir,—The recent annotation entitled as above wij 
doubtless have been read with a measure of surprise by 
many medical superintendents of mental hospitals, if 
at any rate, feel compelled to question the arguments 
brought forward by the committee of the mental hospital 
concerned—and applauded in the annotation—in favoy, 
of conducting an out-patient mental clinic by a Visiting 
psychiatrist rather than by the resident psychiatrist—the 
medical superintendent of the hospital. I am not cop. 
cerned with the facts of the case quoted ; nor have | 
any personal acquaintance with any of the parties. I am 
concerned merely with the arguments put forward anq 
the principles underlying these. 

The first argument disclosed for instituting a Visiting 
psychiatrist is that ‘‘ the position of a medical super. 
intendent is bound up with an atmosphere of author 
and discipline which makes the psychotherapeutic 
approach singularly difficult.’’ Apparently this state. 
ment meets with your unqualified approval. To me it 
seems sheer nonsense. Scores of medical superintendents 
conduct out-patient clinics and practise psychotherapy 
with success, and neither their conduct nor practice js 
invested with, or hampered by, an _ atmosphere of 
authority. The other argument has more weight—that 
by reason of his administrative duties the medical super. 
intendent of a mental hospital has not sufficient time to 
carry out the prolonged and patient investigation required 
All too frequently this is the case, but 
the remedy would appear to lie rather in freeing the super- 
intendent from his more burdensome routine duties—in 
many cases he is able to delegate these—rather than to 
restrict his scope in medical and psychological work for 
which his training and experience fit him. 

In the case quoted it would appear that the medical 
superintendent does examine out-patients at the mental 
clinic of a neighbouring general hospital, and that from 
these he winnows such as he judges to be suitable for 
psychological treatment. This is a_ perfectly — sensible 
arrangement. He himself has acted as a_ psychiatrist 
pur sang and relegated non-psychotic cases to a psycho- 
therapist. Where, then, arises the need of a visiting 
psychiatrist? Perhaps all that is meant is a_ visiting 
psychotherapist. In any event, it is incumbent upon 
those of us who have the cause of psychiatry at heart 
to protest against the implications of a scheme which 
would regard hospital management as the chief function 
of a medical superintendent of a mental hospital. It is 
an important function, no doubt, but psychiatry will make 
little progress in this country until it is realized that such 
routine and administrative duties as fall to a medical 
superintendent’s lot must not be allowed to crowd out 
the practice of his specialty—the study of mental disease. 
—I am, etc., 


by such cases. 


MEDICAL SUPERINTENDENT. 


Gas Gangrene Restricted to the Subcutaneous 
Tissues 

Sir,—Miss Margaret Moore White's interesting case of 
infection of the thigh by a gas-forming organism 
(November 24th, p. 937) recalls to my mind the fact that 
there were several such cases in the late war. In general 
the gas was relatively late in appearing, as in this case 
apparently. Such cases did not show that terrible 
fulminating type of infection with speedy drumming of 
the limb and the unmistakable sour, acrid odour, sub- 
normal temperature, and intense lethargy and shock s0 
characteristic of gas gangrene. Compare in the present 
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case the fairly local presence of gas without gangrene, 
and where the necrosis, if present, was limited to the 
subcutaneous tissues. The majority recovered after free 
incision, peroxide dressings (as taught years before the 
war by the late Mr. C. B. Lockwood), and with circum- 
ambient injections of oxygen given through a fine needle 
direct from a cylinder fitted with a slow-delivery valve. 
It was far too late to excise the wound without incurring 
grave risk of spreading the infection. 

No doubt it was impossible in Miss Moore White’s case 
to say how far in the nail went. If it was a long nail, 
and had not entered or been seen to be lying obliquely, 
it is possible that the deep structures were injured. It 
is a matter of common observation among us that injuries 
with needles and knives, known to be infected, cause 
cellulitis less frequently nowadays since the use of rubber 
gloves became general. The common-sense explanation 
is that the rubber wipes the needle clean. It is possible 
that in this case, if the nail was not really sharp, or not 
circular in section, only some of the infecting agent was 
wiped off by the skin. Some remained and developed in 
the subcutaneous tissues only, which probably accounted 
for the fortunate termination of the case. Hughes and 
Banks,' in their splendid account of the whole matter, 
specially refer to the slow spread of the infection in 
tissues other than muscle.—I am, etc., 


G. 


Nov. 27th. 


London, W.1, Ft. Corr: 


Seplicaemia ” 

Sir,—Much confusion of thought and description is 
caused by the ambiguous use of the word “‘ septicaemia,’’ 
by which different authors designate such different clinical 
entities as puerperal septicaemia, infective endocarditis, 
typhoid fever, and even the condition so astutely adver- 
tised as accompanying pyorrhoea or disorders of the bowels. 
I suggest that the word septicaemia be reserved for 
primary blood infections such as puerperal septicaemia, 
and the state popularly known as ‘‘ blood poisoning,”’ 
which may be caused by an infected wound or insect 
bite. With improvement in_ bacteriological 
technique it is progressively absurd to call a disease a 
septicaemia merely because at certain times it is possible 
to grow the causative organism from the patient’s blood. 
Some authors have made a laudable, if inelegant, effort 
to differentiate non-septicaemic septicaemia by calling it 
bacteriaemia, which is objectionable, both because it is 
a hybrid and because all microbes are not bacteria. The 
obvious word ‘‘ microbiaemia ’’ is simple, euphonious, 
accurate, and etymologically respectable, which is more 
than can be said for many of the medical terms in 
common use.—I am, etc., 
27th. 


progressive 


Ightham, Kent, Nov. H. WILLiaMson. 


Residual Infection of the Jaws 

Srr,—I have read with great interest the correspondence 
between Mr. Badcock and Mr. Ainsworth, shall I say, 
on one side, and Mr. Nodine on the other. I will admit 
that at times there is a residual infection of the jaws, 
but I cannot agree to the 10 to 25 per cent. infections in 
jaws which are edentulous as claimed by Mr. Nodine. 
There are cases that should be treated with curettage and 
the open surgical method for removal of teeth, and there 
are those which the ‘bumps of 
alveolar margins ’’ are of great advantage for the sub- 
sequent fitting of temporary dentures. That, I think, 
will be agreed by almost everyone. We in the 
provinces do these when it is but, in my 
opinion, to subject each and every patient to reflection 
of gum tissue, periosteum, chiselling away of bone, etc., 


cases in removal of 


upon 


necessary, 


1War Surgery from Firing-Line to Base, 


London, 1918, p. 188. 


Tue Bertiss 
MEDICAL JOURNAL 


1079 


because of the remote chance of residual infection is 
highly unnecessary, and is abusing the confidence of those 
who entrust themselves to our care. 

The word pulling ’’ I do not like. It has pre- 
historic sound, and savours of a ‘‘ smash and grab raid.”’ 
I was told by one anaesthetist who had given a general 
anaesthetic for a dentist that the extractor had two 
teeth in the air at the same time. Now that is when 
the apices, etc., ‘‘ go click,’’ and those x-ray findings of 
Mr. Nodine are taken from some of the unfortunate 
victims of this craze for speed. 

For myself I have followed my father’s technique, and 
that was simply this: ‘‘ In midwifery nothing can happen 
until the os dilates, and the same applies for teeth extrac- 
tions.’’ We who use a quiet and unhurried steady loosen- 
ing of the teeth do not break them. Anyway, that is my 
experience, which will, I am sure, be backed by users 
of the same methods. Difficult extractions we all meet 
with, and we deal with them either by socket dilatation 
or by open removal methods. Difficult wisdom teeth can 
be dealt with by the Fish technique, which, generally 
speaking, consists of knocking pieces off the tooth rather 
than the jaw-bone. (How Dr. Fish has simplified this 
lower wisdom business! I have blessed his name many 
a time, and I keep by me his article in the British Dental 
Journal on removal of the third lower molar.) 

Apart from the remote occurrence of residual infection 
following extractions, what busy practitioner has time for 
this ‘‘ surgical extraction routine ’’? Mr. Nodine must 
admit that it takes time. I have seen a demonstration 
of surgical extraction of six lower incisors. It took some 
forty minutes odd, under local anaesthesia, and I consider 
their removal could have been equally well accomplished 
with forceps in about two to three minutes, allowing a 
very generous time limit. Now that, I admit, may be 
justified as a demonstration, but not for everyday 
practice. 

I have for many years, both in hospital and in private 
practice, employed a surgical technique for suitable cases, 
either for cleaning up infected areas at the time of 
extraction or for removal of difficult teeth ; but were 
I to display my hand chisels, impactor, gouges, etc., to 
everyone needing extractions I can confidently predict 
that I should be paying less income tax in the future. 

‘‘ Surgical extraction ’’ I consider as medicine—to be 
taken when necessary—and it is not the accepted an! 
recognized routine method of removal of teeth.— 
I am, etc., 


A. C. M. Coxon. 


King’s Lynn, Nov. 26th. 


Whither General Practice? 


Sir,—Is it not time that the British Medical Association 
made a vigorous protest, on behalf of the general practi- 
tioner, against the increasing and indefensible diversion 
of work to ‘‘ clinics ’’ that the general practitioner could 
and should handle? Several recent correspondents have 
complained of the interference of health visitors and the 
like ; but it is the medical staff of the medical officer of 
health who are really responsible: they instruct the 
visitors, and they, on account of their official position, 
should be most scrupulously careful in the observance of 
medical ethics—that is, of ordinary good manners. How 
far they observe these most of us know. Let me quote 
the most recent instance of very many. X lately appeared 
at my out-patient department with a printed slip advising 
his parents that he needed hospital treatment, to which 
the laconic word ‘‘ tonsils ’’ had been added. The school 
medical officer made no attempt at all to find out what 
the circumstances were. Yet this boy was not of “‘ hos- 
pital class ’’ at all ; he yas actually under his own doctor, 
Dr. B, for tonsillitis at the time, and had been seen by 
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him only three days before. (Incidentally, I had seen 
him in private with Dr. B some time ago.) Yet, without 
a word to anyone, he is sent off to hospital because the 
school inspecting medical officer cannot take the trouble 
to discover what is being done, and finds it simpler to 
send direct to hospital than to advise the parents to 
consult their own medical adviser.—I am, etc., 


Bristol, Nov. 26th F.R.C.S. 


Pott’s 


Str,—During the last two and a half years we have 
been engaged in a study of Pott’s paraplegia, and our 
findings were reported in papers read at the annual meet- 
ing of the British Orthopaedic Association on November 
2nd (see Journal, December Ist, p> 101): 

Although the pathology and the clinical features of this 
condition are by no means obscure, there are still many 
points meriting further investigation. Pott’s paraplegia 
is no longer a particularly lethal condition, and when a 
fatal case does occur a necropsy is rarely performed. 
Consequently, there is a dearth of fresh pathological 
material. 


s Paraplegia: Pathological Material Wanted 


As we are anxious to continue this work, may we take 
this opportunity of seeking the aid of those who see the 
casional fatal case? Specimens may be sent to either 
of us, and we shall be pleased to send photographs and 
microscopical preparations made from the material to the 
donors, and, return half the specimen 
if desired. We should also welcome opportunities to see 
cases clinically.—We are, etc., 
Grove Lodge, Cambridge 
H. J. SeEppon, 


Royal National Orthopred ¢ Hospital, 
November 29th Stanmore, Middlesex. 


whenever possible, 


Marvey Memorial Tower 


Sir,—The response so far to the appeal, which was 
circulated at the beginning of November to every member 
of the profession with reference to the above memorial 
has not been sufficient to warrant the committee taking 
any steps at present to complete the building of the 
Harvey Memorial Tower. 

As it was our earnest hope to do so early in the New 
Year, may I ask those who have not yet contributed 
to kindly send a donation made payable to the 
Memorial 


College of Physicians 


Harvey 
Fund, and addressed to me at the Roval 


Pall Mall East, S.W.1.—I am, etc., 
G. DE BeEc TURTLE, 
Honorary Secretary. 
** An article commending this appeal to our readers, 
ind showing the progress so far made with the 
peared on November 3rd (p. 820).—Ep., B.M./]. 


tower, 


Medical Benevolence 

Sir,—‘‘ Fair Play’s ’’ apologia (November 24th, p. 968) 
in defence of the medical non-subscriber to our own 
charities is beside the point. In his original letter Dr. 
Hawes laid down the principle, with which most of us will 
agree, that it was the duty of the profession to look after 
This duty is not being adequately carried 
cut, for lack of sufficient funds. Moreover, the admirable 
relief work that is being done is financed by a minority 


Ils OWN poor 


of practitioners which includes many who are not in 
rosy ’’ circumstances 

No one -country 
or town—of his hard-earned savings for the sake of this 


or any other charity. All that is asked for is that in 


wishes to rob the harassed doctor- 
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| 


Tue 


EDICAL 


assessing his charity budget for each year a practitioner 
will remember the distressed brethren of his own 
Hippocratic family.—I am, etc., 
Honorary LocaL SECRETARY, Royaz 
MepicaAL BENEVOLENT Funp, 
Scotland, Nov. 24th. 


R.M.B.F. 


Sir,—In October, by your courteous permission, I was 
able to make an appeal to your readers for contributions 
towards our Christmas Gift Fund. I do not wish to 
labour the distress which, unfortunately, exists, for it jg 
well known to all. The response to my appeal to date 
is £126 4s., a sum far short of what we need. I am 
confident that it will be the desire of the profession that 
we should distribute gif's to each of the 650 beneficiaries 
on our books. May I ask once more for a generous 
response, and as soor as possible, so that when we sit 
down to our comfortable dinners we may _ know that 
some comfort and pleasure has been given to our own 
poor peop!e.—I am, etc., 


Christmas Gifts 


THOMAS BARLOw, 


President, Royal Medical Benevolent Fund. 
11, Chandos Street, Cavendish 
Square, W.1, Nov. 26th. 


Obituary 


The death took place at his residence, The Cedars, 
Corstorphine, Edinburgh, on November 27th, of Dr. 
James Griktve CorMacK, who for many years was a 
medical missionary in China, and who, since his retire- 
ment in 1927, had been in practice at Corstorphine, Edin- 
burgh. Originally a missionary under the China Inland 
Mission, to which he had been attached in 1890, Mr, 
Cormack returned to this country on furlough in 1898, 
He was then so greatly impressed with the special need 
for doctors in China that he decided to study medicine, 
and took the triple qualification at Edinburgh in 1904, 
Returning to China under the London Missionary Society's 
auspices, he did medical work in Shanghai, Hankow, and 
Hwangpel, = in 1910 was transferred to the Peking 
Medical College, of which he became Principal in 1913. 
While on ana in 1912 he took the higher qualification 
of F.R.C.S.Ed., with midwifery and gynaecology as his 
special subject. In 1917 he began private practice in 
Peking, being appointed specialist in gynaecology and 
obstetrics at the Central Hospital, Peking, and _ professor 
of surgery at the Army Medical College. He was also 
surgeon to the Peking-Mukden Railway, and _ medical 
officer to the British Legation in that citv. He rendered a 
special service to Chinese medicine in the translation into 
Chinese of several medical textbooks, of which the chief 
were Rose and Carless’s Manual of Surgery, and Hutchison 
and Rainy’s Clinical Methods. Dr. Cormack is survived 
by a widow and two sons and two daughters. 


The death of Dr. Cuartes Joun Jacomp-Hoop took 
place with great suddenness on November 28th, at Hove. 
He was attending a dinner party at a friend’s house, 
when he suddenly collapsed and died immediately, Dr. 
Jacomb-Hood took the M.R.C.S. and L.S.A. in 1884. At 
the time of his death he was in his seventy-third year, 
and had been a member of the B.M.A. for thirty- -five 
years. He retired from the chairmanship of the Brighton 
Insurance Committee, of which he had long been a 
member, in September last. His services to this com- 
mittee were invaluable, and were much appreciated by 
his colleagues. He held the office of vice-president of the 
Navy, Army, and Ambulance Section of the Association 
at the Annual Meeting at Brighton in 1913. During 
the war he held the rank of lieutenant-colonel in the 
R.A.M.C.(T.), and did good service from 1914 till 1918. 


He was a bachelor, and had retired from practice some 
few years owing to indifferent health. 
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among his patients, to whose interests he was devoted. It 
was said that he never sent in accounts, but left it to 
his patients to do as they liked as regards fees. The 
funeral took place on December Ist at the Brighton 
Crematorium, and was attended by many of his old 
friends, colleagues, and patients, including members of the 
Brighton Insurance Committee, and of the Women’s 
Hospital, on the staff of which Dr. Jacomb-Hood served 


jor a long period. 


The death occurred, at 3, Minto Street, Edinburgh, on 
November 24th, of Dr. WitttsM Morrison MILNE, a 
yell-known practitioner on the South Side of Edinburgh. 
Dr. Milne was born at Gorlich, Morayshire, and after a 
distinguished course at the University of Aberdeen gradu- 
ated M.A. in 1885, with the intention of taking up the 
reaching profession. Determining to study medicine, how- 
eer, he graduated M.B., C.M. at Edinburgh in 1896, and 
wok the F.R.C.S.Ed. in 1901. After a period as house- 
surgeon at Leith Hospital, he entered private practice in 
Edinburgh. In a period of thirty years he had gained 
, large general practice, and was regarded with great 
aflection by his numerous patients. Dr. Milne had a 
grious illness while on holiday last August, and_ since 
that time he had been in failing health. He is survived 
by a widow and two sons. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
Congregations will be held, for the purpose of granting Graces 
and conferring Degrees, on the following days at 2.30 p.m. 
Michaelmas Term, 1934—Saturday, December 15th. Hilary 
Term, 1935—Thursday, January 24th, and Saturday, March 


UNIVERSITY OF CAMBRIDGE 

Dr. F. Goldby has been appointed University Lecturer and 
Dr. H. W. Hall University Demonstrator in the Department 
of Anatomy for three years from October Ist, 1934. 

The Faculty Board of Medicine has appointed Dr. G. S. 
Graham-Smith, Dr. T. S. Hele, Dr. G. H. Orton, Dr. E. P. 
Cumberbatch, Professor S. Russ, and Dr. R. J. Reynolds to 
be members of the Committee for Medical Radiology and 
Electrology for the year 1935. - 


Gwynaeth Pretty Studentship 

Applications for this studentship, the holder of which shall 
devote himself to original research in the aetiology, pathology, 
and treatment of disease, with particular but not exclusive 
reference to those diseases which cripple or disable in child- 
hood or early life, are invited, and should be sent, accom- 
panied by copies of papers containing published work, and 
by testimonials. and references, before February Ist, 1935, 
to Professor H. R. Dean, Department of Pathology, to whom 
aso applications for further information may be addressed. 
The studentship is of the annual value of £200 and is tenable 
for three years. The place and nature of the studies of the 
student are subject to the approval of the Professor of Patho- 
logy, provided that the student shall be bound to pursue his 
studies within the University uniess the Managers dispense 
with this requirement for special reasons, 

At a congregation held on December Ist the following 
medical degrees were conferred: 

M.D.—T. G. Reah. 

B.Cuir.—C. E. P. Markby, W. F. Richards. 

UNIVERSITY OF LONDON 

The Paul Philip Reitlinger Prize, offered this year for the 
best essay embodying the result of some research work on a 
medical subject carried out by the candidate, has been 
awarded to Edward Graham Murphy, M.Sc., a student of 
University College, for his essay on ‘‘ The Behaviour of Liver 
Glycogen in Experimental Animals.’’ The prize, of the value 
of £30, was founded with funds given to the University by 
Mr. Albert Reitlinger in memory of his son, a student of 
Middlesex Hospital Medical School. Next year the prize will 
be awarded for the best essay on ‘‘ A Critical Study of Post- 
war Historical Biography.’’ 

The following candidates have been approved at the exam- 
ination indicated : 

Post-Grapuate Diproma IN Menpicrne.—(With 
Special Knowledge of Psvchiatry): W. E. Mcllrov, J. H. Malloy, 
R. W. Maxwell. (With Special Knowledge of Mental Deficiency): 
R. M. Norman. 
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MEDICAL JOURNAL 


Medico-Legal 


BUSINESS RELATIONS BETWEEN DOCTORS * 


TRANSFER OF PRACTICES 
The British Medical Association and the defence societies 
issue from time to time detailed advice to medical men 
who contemplate buying a practice, and many useful facts 
are also set out in Barnard and Stocker’s book. The 
purpose of this article is not to duplicate such work, but 
to point out one or two of the legal implications of an 


agreement to buy a _ practice. The value is generally 
calculated on the average gross yearly receipts for the last 
three years—that is, the actual cash receipts. The 


average of three years is usually taken in order to obviate 
the effects of ordinary fluctuation.1. The buyer should 
also, however, take into account such factors as the 
expenses of carrying on the practice and the amount of 
work required to earn the income, which differ widely in 
different practices ; and also the prospects of the practice 
increasing or diminishing. If the gross figures are not 
available, an annual figure has to be estimated from the 
books. 
NEED FOR AN ACCOUNTANT 

It is most important that the prospective purchaser 
should have the figures audited or prepared by a qualified 
accountant with special experience of medical work. A 
doctor’s training does not necessarily make him an expert 
in accounts, and a vendor may in perfect good faith and 
with the best intentions produce an entirely incorrect 
estimate. A medical man who neglects this precaution 
may—and indeed probably will—find later on that the 
practice is not worth nearly as much as he thought it 
would be. This is an unfortunate beginning to a very 
important stage in a man’s life, and if he is to work in 
partnership with the vendor it may well be disastrous to 
their mutual confidence. Moreover, if a doctor, after 
purchasing a practice, finds that the income it actually 
produces is substantially less than the income the seller 
said it produced before it was sold, he can only bring a 
successful action if he can prove that the seller made 
material misrepresentations to him, or withheld material 
information from him about the practice. 

In addition to securing an expert investigation of 
accounts, the purchaser should make all possible inquiries 
of the agents acting for the seller. If, also, he knows a 
medical man who practises in the immediate neighbour- 
hood, he might do well to ask him for confidential in- 
formation about local conditions, with special reference to 
any personal quarrels which may adversely affect the 
practice. If the purchaser can afford the somewhat 
heavy cost, it might pay him to employ a good inquiry 
agent to supplement this information. 


INTRODUCTION TO PATIENTS 


The introduction to the patients is one of the most 
important parts of the purchase, and when an introduction 
cannot be given, as when the vacancy is due to death or 
serious illness, the practice is worth less by a quarter or 
a third. The written agreement to buy and sell a practice 
therefore usually contains a clause under which the seller 
binds himself to stay in the neighbourhood for a specified 
time (often three months), actively assist the purchaser in 
the conduct of the practice, and do all he can consistent 
with medical ethics to introduce his successor and secure 
for him the custom of all the patients and the transfer of 
all the appointments. As the seller is being well paid for 
the introduction, he should consult the purchaser’s views 
on the best way to effect it, and should make sure from 
time to time that he is satisfied. The introduction is a 

* The first of these articles, by a legal correspondent, appearel 
on June 9th, 19384 (p. 1053), the second on June 28rd (p. 1145), 
the third on July 7th (p. 42), the fourth on July 2ist (p. 141), the 
fifth on September 22nd (p. 574), the sixth on October 6th (p. 660), 
the seventh on October 20th (p. 750), and the eighth on November 
3rd (p. 841). 

1Tondon and Counties Medical Protection Society, Annual 
Report, 1928, p. 33. 
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fairly frequent source of complaint, and the seller should 
spare no reasonable effort to fulfil it. 

When complaints of incomplete introduction have been 
made to the courts, the legal question has usually been 
either how far it is consistent with morality to recommend 
another to a position of trust, or how far the court can 
compel a doctor actually to carry out a promise to do so. 
In 1803 (Bunn v. Guy) the King’s Bench—apparently 
with some misgivings—held valid a contract binding an 
attorney to introduce his clients to two others who were 
succeeding him in practice. This decision has not been 
overruled, and the courts will probably regard such a 
transaction as legal. To compel a doctor or solicitor to 
perform specifically a promise to introduce is, however, 
quite another matter. If the seller does not do what the 
purchaser has bargained for, the court can fairly easily 
make him return part or all of the purchaser’s money, or 
can release the buyer from paying it. If the buyer has 
suffered damage it may make the seller recompense him. 
But the whole essence of introduction is that it has to be 
done willingly, and the court never commits itself to an 
order which it may not be able to enforce. When one 
medical man agrees to transfer his practice to another, 
and afterwards refuses to carry out his contract, the court 
has no means by which it can put the newcomer in 
possession of the practice. To get over this difficulty 
Barnard and Stocker recommend that the agreement 
should contain a condition that if the introduction is not 
actually carried out, or does not last as long as the agree- 
ment specifies that it should, the purchaser shall pay less. 
If this is not done the court may hold that the promise of 
the owner to introduce the newcomer, and the promise of 
the newcomer to pay the purchase money, are indepen- 
dent of one another, and that the introduction ts not a 
condition which must be fulfilled before the purchase 
money is handed over. Moreover, if the owner dies 
before he has handed over the practice, and there is no 
provision for such an accident in the agreement, the pur- 
chaser cannot claim any relief, for ‘‘ death is a contin- 
gency which all persons must be supposed to have in 
their contemplation.”’ 

The agreement should contain provision for the period 
during which the newcomer is being introduced and before 
he actually takes over. One of the defence societies 
suggests that if the successor is giving his professional 
services free during this period he might reasonably expect 
to be at least entertained free of charge, but that if he is 
being adequately paid he should bear the cost of his own 
board and lodging. If, on the other hand, the retiring 
practitioner stays on for the benefit of the successor after 
the transfer has taken place, he likewise can expect to be 
properly remunerated. The terms will depend on what is 
reasonable in the particular circumstances. 

The same society points out that when a new partner 
is entering the firm, or the practice is being transferred, 
the present members or the owner may send a circular 
letter to all the bona fide patients of the practice inform- 
ing them of the change and of any alterations that are 
to be made in the hours of attendance or the address, 
but the Jetter should not contain any laudatory observa 
tions on the in-coming practitioner. In order to protect 
the firm or doctor who sends the letter from an accusa- 
tion of advertising if a circular should by mistake fall into 
the hands of a person who is not a patient of the prac tice, 
each circular should be sent in a closed envelope, and each 
envelope should bear the name of the patient for whom it 
is intended. 

SUCCESSION TO APPOINTMENTS 

In many cases the purchaser buys, besides the goodwill 

of the practice, the prospect of succeeding to the appoint- 


ments of the seller. The retiring practitioner cannot of 
course sell the appointments themselves or guarantee that 


the newcomer will be appointed in his place, but he can 
bind himself to use all legitimate means, by recommenda- 
tion and otherwise, to secure that the purchaser succeeds 
him. One of the defence societies warns the purchaser 
not to commit himself in paying for a mere possibility, 
but to insist on a clause in the agreement that the seller 
hall return a certain part of the purchase price if the 
appointments are not transferred. Barnard and Stocker 
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suggest that the agreement should lay down that if a 
appointment is not in fact transferred the purchase mene 
shall be reduced by an amount appropriate to the ann : 
value of the lost appointment. If, for instance i: 
buyer is paying one and a half years’ purchase for the 
practice, the deduction would be the income from that 
appointment for one and a half years. The buyer bat 
be well advised to insist that the seller should not resi 
until} the introduction has. been completed. The 
ment. should therefore provide for a time limit of three to 
six months for the transfer of the appointments. ]f . 
not usual to stipulate that the price shall be altered if 
the appointment is transferred at a lower or higher salary 
or to make the sale itself depend on the transfer of the 
appointments. If, however, any particular appointment 
brings in an exceptionally large proportion of the income 
it is reasonable to make an exceptionally large allowance 
for its loss. 

The following case' shows the necessity for insisting on 
security against the loss of appointments, and also of 
instituting local inquiries before buying a practice, 

Dr. A bought a practice of Dr. B, who held two appoint. 
ments to which Dr, A hoped to succeed. Dr. A was then 
unlucky enough to enter into partnership with a Dr. C, with 
whom the family of Dr. B had for many years carried op 
a bitter feud. The family thereupon induced another doctor 
to open a branch practice in competition with Drs. A and 
C, and to apply for the two appointments. Dr. A com. 
plained to his defence society, but it replied that Dr, B 
could not be held responsible for the opposition unless jt 
could be proved that he had encouraged it, and that it would 
be difficult to prove that he was able to exercise any contro] 
over his friends and others. 


Apart from the matter of the appointments, this situa- 
tion could not have been avoided by the strictest legal 
safeguards, but only by careful preliminary inquiries in 
the neighbourhood. It is not clear from the report of 
the society concerned whether Dr. A, in taking Dr. ¢ 
into partnership, acted with his eyes open or in ignorance 
of the quarrel. 


If the purchaser is also proposing to succeed to the 
owner's house, it is better transferred by a separate agree- 
ment. The agreement for the transfer of the practice 
should also contain a clause providing for arbitration in 
the event of a dispute arising between the parties. If it 
came to the knowledge of patients that the parties were 
engaging in a lawsuit, it would be bound to decrease the 
value of the practice. 


A HOSPITAL EXONERATED 
An unfortunate fatality recently occurred at the Crumpsall 
Hospital, one of the hospitals administered by the Manchester 
Corporation. 

A young married woman arrived at St. Mary’s Hospitals, a 
voluntary hospital in Manchester, at about 6 p.m. on May IIth. 
She was expecting to be received as a maternity patient, and 
arrangements had been previously made for her to enter that 
hospital. Within twenty minutes of her arrival, and while she | 
was still waiting in the out-patient department, her child was 
born. No bed was available for her, and the medical officer 
on duty gave orders that she and her child should be trans- 
ferred by ambulance to the Crumpsall Hospital, which is some 
miles away. She and the child were admitted to Crumpsall 
at 7.40 p.m., and she was put to bed in a maternity ward. 
She died at the hospital at about 4.25 a.m. next day. The 
Board of Management of St. Mary’s Hospitals, with the 
approval of the Health Committee of the corporation, held a 
private inquiry in June. The City Council considered the 
report presented, and made a request to the Minister of Health 
for a public inquiry, which was held by Dr. Isabella D. 
Cameron and Mr. Henry J. Comyns on September 20th. It 
took place in public and was attended by about 200 persons 
each dav. These were chiefly women, and many of them were 
either critics or supporters of the hospitals. The hearing 
lasted five and a half days, and the commissioners have just 


‘London and Counties Medical Protection Society, Annual 
Report, 1932, p. 37. 
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jssued their report, 
sheets of typescript, together with the report of the private 


inquiry and various appendices. 


REPORT BY THE MINISTRY OF HEALTH 

The inspectors, in the absence of any report. of a_post- 
mortem examination, found that the patient’s death was due 
to delayed obstetric shock, and that her death was neither 
caused nor materially affected by her transfer from St. Mary’s 
Hospitals to Crumpsall Hospital. They recommended that the 
City Council should review the staffing position at ¢ rumpsail 
Hospital and satisfy itself that the arrangements for medical 
and nursing attendance are adequate for the number 
of beds now provided for maternity patients. It should 
also take steps to ensure that the services of the obstetric 
consultant are utilized fully. With regard to St. Mary’s 
Hospitals they recommended, among other things, that every 
effort should be made to reduce the number of patients trans- 
ferred to other hospitals by a reorganization of the system of 
booking cases ; that an administrative medical officer, senior 
in status to the resident medical staff, should be responsible 
for the medical administration of the hospital; that the 
printed notice supplied when a bed is booked should show 
more clearly that a bed is not guaranteed, and that each 
patient’s attention should be drawn to this statement ; that 
when transferring a patient after delivery ample time should 
be allowed and suitable nourishment should be supplied to 
her, and an experienced midwife should accompany her, and 
a telephone message be sent to the other hospital. While the. 
inspectors did not consider that the arrangements at Crumpsall 
prejudiced Mrs. Taylor’s condition, they found them highly 
unsatisfactory. They also made a number of suggestions con- 
cerning the allotment of beds at St. Mary’s. In conclusion, 
they expressed sincere sympathy with the relatives and friends 
of Mrs. Taylor, and acknowledged that the public interest and 
anxiety aroused by her death was an expression of the desire 
for efficiency and humanity in the administration of hospital 
services. This public interest is, they say, an invaluable 
support to the responsible authorities, but it carries with it 
a corresponding responsibility to consider the problems _pre- 
sented in an informed and balanced attitude of mind. The 
public inquiry thus confirms the result of the private inquiry, 
which exonerated both hospitals. 


Medieal Notes in Parliament 


[FROM OUR PARLIAMENTARY CORRESPONDENT ] 


Resolutions authorizing the grant of money to the new 
Commissioners for the Depressed Areas and for British 


shipping subsidies were discussed by the House of 
Commons this week. 
The text of an international convention for mutual 


protection against dengue fever was laid and issued. This 
convention has not been ratified by the United Kingdom. 

On December 4th the Parliamentary Medical Committee 
was addressed by sSir George Newman on nutrition and 
malnutrition. He compared present figures and reports 
issued by the Ministry of Health and Board of Education, 
and also the investigations made through school 
attendance officers and the national insurance, Poor Law, 
and Ministry of Health medical services in different areas 
and under different conditions, with those of 1908, when 
the school medical service was instituted, and back to the 
year 1892, when Sir George first started research into 
nutrition at Dr. Barnardo’s Homes. During the discus- 
sion which followed, Dr. Salter commented that during the 
period medical men’s standard of normal nutrition had 
altered, and that comparisons were made more difficult by 
other factors, such as the greater and earlier use made 
of the medical attention available under national health 
insurance. 

An_ address 


now 


to the Conservative M.P.s Health and 


Housing Committee, by Dr. Orr of the Rowett Institute, 
The subject 


Aberdeen, was arranged for December 5th. 
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yas nutrition in relation to the present economic condi- 
tions, with special respect to the depressed areas. 

The House of Lords had no business during the week. 

The Educational Endowments (Scotland) Bill, to con- 
tinue for two years the existence of the present Educa- 
tional Endowments Commission in Scotland, was read a 
second time by the House of Commons on November 30th 
after a critical debate. 


Detection of Disease Carviers.—Sir Hitton Youne told Mr. 
T. Morris on November 28th that there was no evidence that 
the number of disease-carrying persons was increasing. 
Improvements in bacteriological and serological technique and 
their wider application in public health practice had enabled 
the presence of such persons to be more readily discovered. 
No national statistics were available, but the results of many 
special inquiries, both at home and abroad, had _ been 
published. Present knowledge suggested that most infectious 
diseases might be carried in this way. 


Small-pox and Vaccination in Nigeria.—Replying to Mr. 
Groves on November 28th, Sir PHr_ip CUNLIFFE-LISTER stated 
that he had seen the statement in a report recently issued by 
the Health Section of the League of Nations that in Nigeria 
small-pox was considered to be endemic, and frequently gave 
rise to epidemics, especially in the Torthern Provinces. In 
Nigeria vaccination was compulsory in the Colony and in the 
Southern Provinces of the Protectorate. In the Northern 
Provinces it could be made compulsory in any area by order 
of the Governor in Council, and so far it had been made 
compulsory in the townships of Minna and Idah. Cases of 
small-pox in the larger centres of the Colony and the Southern 
Provinces were isolated, and immediate steps were taken to 
vaccinate all contacts. Isolation was not at present generally 
practicable in the Northern Provinces, and preventive measures 
had been mainly confined to vaccination, to which the people, 
by careful propaganda and education, were being gradually 
persuaded to submit. 


Carriers of Foot-and-Mouth Disease Infection.—During ques- 
tions to Dr. Elliot, on November 29th, about foot-and-mouth 
disease, Sir FRANcIS FREMANTLE asked if the Ministry had 
evidence that this disease was carried by starlings. Dr. 
E.ttot said the Ministry had no special knowledge of its 
dissemination by starlings, but the possibility of the disease 
being spread by the contamination of birds, foxes, or other 
animals was obvious. 


The Next Census.—Mr. SHAKESPEARE, replying on December 
3rd to Sir Arnold Wilson, who asked if it was proposed to 
make an Order in Council, under the Act of 1920, for a census 
in 1936, said the Minister of Health hoped to make a state- 
ment on the subject in the near future. ; 


Maternal Mortality Investigations.—Mr,. H. asked 
the Minister of Health, on December 8rd, to explain the 
differences in the maternal mortality rates per 1,000 births 
in the following urban districts of not dissimilar .character- 
istics: Rochdale, where the rate was 2.71 ; Huddersfield, 8.81 : 
Cardigan, 9.6 ; and Merioneth, 4.8. Mr. SHAKESPEARE replied 
that the Minister was not yet in a position to explain the 
differences, but special investigations were directed into the 
circumstances of the areas where there was a persistently high 
maternal mortality rate. 


Drunkenness from Methylated Spirit.-—Sir JoHN GILMouR, 
replying to Sir Arnold Wilson on December 3rd, said the 
figures of convictions for drunkenness due to methylated spirit 
had increased in recent years, but in 1933 they amounted to 
less than 2 per cent. of the total convictions for drunkenness. 
No special action in the matter, so far as England and Wales 
were concerned, was at present contemplated by the Govern- 
ment. No information was as yet available to indicate the 
effect of the new denaturant. 


Casual Wards Closed.—On December 4th Mr. SHAKESPEARE, 
replying to Sir Arnold Wilson, said that for the three years 
ending December 4th the Minister of Health had sanctioned 
the closing of 115 casual wards. The average number of 
persons relieved in casual wards from April Ist, 1934, to date 
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and quarries in Great Britain and Northern Ireland. 


Major Thomas Joseph Lenehan, R.A.M.C. (ret.), died on 
September 29th, aged 68. He was born at Rathgar, Dublin, 
on September 13th, 1866, and was educated at the Car- 
michael School and at Trinity College, Dublin. He graduated 
B.A., M.B., B.Ch., and B.A.O. at the Royal University of 
Ireland in 1890. Entering the R.A.M.C. as surgeon captain 
on July 28th, 1891, he became major after twelve years’ 
service, and retired on July 28th, 1911. In August, 1914, 
he was recalled to duty from the Reserve of Officers. He 
served on the North-West Frontier of India in the Chitral 


medal with a clasp; and in the South African War in 1899 
to 1902, when he took part in the defence of Ladysmith ; 
ind in the operations in the Transvaal, Orange River Colony, 
ind Cape Colony 
clasps, and the King’s medal with two clasps. 
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was 12,616. For the corresponding period in 1931-2 the figure 
was 12,462. The policy adopted in this matter was based 
on the report of the Departmental Committee on Vagrancy, 
which made a full inquiry into the subject. The wards closed 
were redundant ones, and the Minister was satisfied that there 
had been no overcrowding as a result of the policy, which had 
been coupled with extensions and improvements in many 
of the wards which remained open. 


Health Insurance on Leaving School_—On December 4th 
Mr. LLEWELLYN-JoNEsS asked if the Minister of Health had 
considered representations from organizations connected with 
the administration of national health insurance which advo- 
cated that the National Health Insurance Act of 1924 should 
be amended to bring within its scope all children as soon as 
they left school and entered insurable employment. Mr. 
SHAKESPEARE said that the matter was not being overlooked. 


Milk-in-Schools Scheme.—Mr. RamMsBoTHAM told Sir R. Aske 
on November 29th that as the existing law made it possible 
to provide free milk for all necessitous children, there was 


no need to introduce legislation which would enable free milk 


} 


to be given to all children of parents who had been un- 
employed more than six months, irrespective of the physical 
condition of the children. The Board had made it clear in | 
its Circular 1437 that the children should be selected for the | 
provision of free meals or milk who showed any symptoms, 


| 


however slight, of subnormal nutrition. 
Mr. SKELTON told Mr. Storey on November 28th that the 


Lancashire Education Authority had decided to adopt the 


scheme for milk in schools. They were making the necessary 
rrangements with distributors, and it was expected that the 
scheme would be brought into operation when the schools 
reopened after Christmas. On December 8rd Mr. Rams- 
THAM informed Mr. West that as the milk scheme had only 


ly to express 


been in operation since October Ist it was too ear 
any opinion regarding its effect on the health of school 


hildren. He did not think it would be possible to show 
the effect of the scheme for at least six months or so. | 
| 

During the debate on the second reading of the Depressed | 


Areas Bill, on December 8rd, Mr. OLIVER STANLEY stated that 
he had provided that the scheme for cheap milk, which was 
now current in the schools, should be extended to the junior 
instruction centres. He had also made arrangements that in 


ny case where a medical certificate was obtained of evidence 
f malnutrition two-thirds of a pint of milk should be supplied 
free daily. 

[The committee stage of the I] 
December 6th. 


3111 was put down for 


Notes in Brief 


} 


\ committee appointed by the late High Commissioner of 


Palestine to examine the labour legislation has_ recently 


reported, and the report covers the question of health 
insurance. The Colonial Secretary awaits the High Com- 


missioner’s recommendations on the report. 
During 1933 880 persons were killed by accidents at mines 


The Services 


DEATHS IN THE SERVICES 


impaign of 1895 with the relief force, receiving the frontier 


! receiving the Queen’s medal with four 
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Medical News 


The Duke and Duchess of York have promised ¢ 
attend a matinée at the New Victoria Cinema, S.W . 
December 13th, in aid of the work of the Grenfell Associa 
tion on the coast of Newfoundland and Labrador. Since 
Sir Wilfred Grenfell started his medical and social a 
in Newfoundland and Labrador forty-two years ago, five 
hospitals, seven nursing stations, four orphanage boardin 
schools, together with hospital steamers and a sup 6 
schooner, have been provided. By 


On 


H.R.H. Princess Alice, Countess of Athlone, and the 
Earl of Athlone will visit the Harrow and Wealdstone 
Hospital on the afternoon of December 14th to open the 
new extensions, comprising a children’s sun balcony, the 
linen guild room, and a consultation block to be ‘called 
the Exeter Rooms. 

An address will be given by Professor H. Levy, entitled 
“Science and Philosophy in Nature,’’ at University 
College, Gower Street, W.C.1, on Tuesday, December 
lith, at 8.15 p.m., with Professor E. A. Milne in the 
chair. Application for cards of admission should pe 
made to the Director of Studies at University Hall, 14, 
Gordon Square, W.C.1. 

The Royal Sanitary Institute and the South-Eastern 
Centre of the Sanitary Inspectors’ Association will jointly 
discuss ‘‘ The Moyne Keport on Housing ’’ on Tuesday, 
December 11th, at 6 p.m., at 90, Buckingham Palace 
Road, S.W., with Dr. James Fenton in the chair. 

A meeting of the Pharmaceutical Society of Great 
Britain will be he'd at 17, Bloomsbury Square, W.C., on 
Tuesday, December 11th, at 8.30 p.m., when a lecture 
on Dosage above the Pharmacopoeial Maximum 
be given by Dr. A. F. Hurst. 

At a meeting of the Food Group of the Society of 
Chemical Industry, on December 12th, at 8 p.m., in the 
London School of Hygiene and Tropical Medicine, Pro- 
fessor E. Waldschmidt-Leitz of Prague will lecture on 
‘* Recent Developments in Enzyme Chemistry.”’ 

The Jewish Health Organization of Great Britaia 
(Woburn House, Upper Woburn Place, W.C.1)_ has 
arranged a series of health lectures to be given at the 
Synagogue Hall, Harley Street, Pow, E.3, on Monday 
evenings, and another series at Bayswater House, 111, 
Blenheim Crescent, W.11, on Thursday evenings. Par 
ticulars may be had from the secretary. 

The Fellowship of Medicine (1, Wimpole Street, W,) 
announces that lecture-demonstrations will be given at 
11, Chandos Street, W., on December 11th and 18th, at 
2.30 p.m.; also the last of the lectures on diet and 
dietetics, on December 12th, at 8.30 p.m. A_ special 
M.R.C.P. course in chest diseases will take place at the 
Brompton Hospital on Wednesdays and Fridays at 5 p.m, 
from December 12th to January 11th (excluding Christmas 
week). Courses in the New Year inckade: cardiology, at 


the National Hospital for Diseases of the Heart, January 
14th to 26th ; urology, at St. Peter’s Hospital, January | 
2ist to February 2nd ; diseases of the Jheart and lungs, | 
at the Royal Chest Hospital (all day), January 19th and 
20th ; manipulative surgery, January 29th to February 
Ist, at 5.15 p.m. ; surgical tutorial classes, on Tuesdays 
and Thursdays, at 8 p.m., at the National Temperance 
Hospital, January 15th to March 7th ; a series of demon- 
strations at the Wellcome Museum of Medical Science, on 
Thursdays, at 3 p.m., beginning January 17th ; lecture- 
demonstrations on general medicine, on Fridays, at 4.30 
p.m., at 11, Chandos Street, W. Full details of all 
courses, which, with the exception of the cardiology course, 


are open only to members and associates of the Fellow- 
ship, will be issued shortly. 

The third Pan-American Congress of Tuberculosis, 
organized by the Latin-American Union of Societies of 
Phthisiology, will be held at Montevideo from December 
16th to 19th, 
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The Deutsche Gesellschaft fiir Wissenschaftliche Filme 
of Berlin is giving a private demonstration of German 
medical and surgical films in the Academy Cinema, 156, 
Oxford Street, London, W., on Sunday, December 16th, 
at 11 a.m. Members of the medical profession are invited 
to attend. Admission 1s free on presentation of a visiting 
card. The following films will be shown: fertilization and 
first segmentation of the rabbit ovum ; version and extrac- 
tion in transverse lie : normal and malignant cells in vitro : 
tumours of the brain, technique of operation after Olive- 
crona; action of the heart ; and cholecystectomy in 
empyema of the gall-bladder. 

At a meeting of the Académie de Médecine on November 
gth the president, Dr. Siredey, congratulated Dr. Guéniot 
on his one hundred and second birthday. 

The issue of La Rifoyma Medica for October 6th is 
devoted to the proceedings of the recent Italian congresses 
of internal medicine, surgery, urology, and orthopaedics. 

A committee, under the direction of ‘Dr. Largret of 
the Tunis Pasteur Institute, has gone to French East 
Africa to study methods of inoculating against yellow 
fever. 

A new university institute for balneology and dietetics 
has been founded at Bad Homburg under the direction 
of Dr. Lampert of Frankfurt. 

The Société de Neurologie of Paris has awarded the 
Déjerine prize for 1933 to Dr. Laruelle of Brussels. 


As we go to press we regret to announce the death of 
Lord Riddell, an honorary member of the British Medical 
Association, and an honorary Fellow of the British College 
of Obstetricians and Gynaecologists. 


Letters, Notes, , and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names,-not necessarily for publication. 

Authors desiring REPRINUS of their articles published in the Brilish 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British 
and the British Medical Journal is 
exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and of the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ; telephone: 
24361 Edinburgh). 
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QUERIES AND ANSWERS 


Delayed Birth of Second Twin 
Dr. J. M. PostiterHwaite (Whalley, Lancs) writes: There 


has been a good deal of discussion in the daily press 
about maternity cases. I can recall a case of twins, 
or dual conception, that occurred in my own_ practice 
that is of both medical and, I think, legal interest. 


The mother, a multipara, was delivered of a male on 
February 24th, and, though another child was in the uterus, 
things were left alone to take their own course, and she 
brought forth a female on April 4th (1913). After this 
length of time I am not able to give the infants’ weights, 
but they were healthy children and grew up quite normally. 


I should be glad to know whether there has been any other 
case of such an interval between the births. The occurrence 
caused quite a’stir at the time, and the parents had several 
attractive music-hall offers, which were, however, rejected. 


Priapism after Circumcision 


“M.D.” writes in reply to ‘‘D. R.’’ (November 24th, p. 975): 


D 


D 


Erection of the pemis when the bladder is full, particularly 
on waking, is a common and healthy phenomenon in young 
and adolescent males, whether circumcised or not. It is 
probably due to stimuli originating in the neighbourhood of 
the sphincter vesicae and passing, via the hypogastric 
nerves, to the cells of origin of the nervi erigentes in S2 
and S3 segments of the spinal cord, as it is through the 
nervi erigentes that the bladder is voluntarily emptied. 
One can readily imagine that when voluntary stimulation 
to the bladder is forcibly withheld the brunt of the reflex 
stimulus falls on the erectile mechanism, which is less under 
the control of the will. The condition has nothing to do 
with sexual erection, so I suggest that the boy’s father be 
reassured and his mother and medical attendant exonerated. 


r. R. MacponaLp (Birmingham) writes: The parents 
of ‘‘D. R.’s’’ patient appear to be unnecessarily worried 
over their boy’s tendency to erection, and probably their 
anxiety communicates itself to the youngster, and thus tends 
to promote the condition. The mother should be told that 
she need not fear masturbation, which is a habit common 
to all young people and not in itself detrimental. Such 
a habit is not likely to become excessive or to stand in the 
way of normal development if it is mildly discouraged 
instead of being actively reprobated. 


Chronic Enlargement of the Lip 


r. D. H. SHEAHAN (Portsmouth) writes: Regarding Dr. H. L. 


Pearson’s query concerning the treatment of macrocheilia 
(Journal, December Ist, p. 1024), I have treated the con- 
dition in three cases with intravenous injection of 0.3 gram 
N.A.B. at weekly intervals. Case I was markedly im- 
proved after a course of seven injections ; in Case II there 
was a marked temporary improvement ; Case III was not 
affected in any way by the treatment. A consultant who 
saw this latter case suggested that the infection had taken 
place through a fissure in the nose. The enlargement in all 
three cases was of the upper lip. The Wassermann reaction 
in each was negative at the commencement of treatment. 


Income Tax 
Payment for Guaranteeing a Loan 

W. G. R.”’ writes with reference to a case in which a bank 
loan was obtained for the purpose of purchasing a practice. 
Charges have been paid annually to the brokers who 
guaranteed the loan. The inspector of taxes proposes to 
disallow such payments in calculating the practitioner's 
income tax liability. 

** The statement of facts in the leading case of 
Ryall v. Hoare makes it clear that while claiming that such 
payments were assessable on the recipients the Revenue did 
not refuse to allow them as expenses incurred by the 
company making the payments. While there are presumably 
various differences in detail between that case and the 
present one, the same general principle would seem to apply 
—that is, the payments in each case are made annually 
for the purpose of providing capital necessary for the tax- 
payer to carry on the income-earning activity. 


Cav Allowance to M.O.H. 
J. C. M.”’ receives a payment of 6d. per mile when using 
his car in connexion with his duties. Can he claim any 
allowance for costs exceeding that rate—for example, half 
his total car expenses less the amount received ? 

** The rules of Schedule E restrict the deduction to 
sums expended wholly, exclusively, and necessarily in the 
performance of the duties of the office. Presumably the 
council which granted the allowance of 6d. per mile thought 
it adequate, and ‘‘ J. C. M.’’ would probably have difficulty 
in persuading an income tax appeal tribunal to the contrary. 
It should be borne in mind, for instance, that if a small 
and low-powered car would serve the purpose any additional 
expense caused by the use of a better car would not be 
allowable. The inspector of taxes was apparently within 
his rights in obtaining the information from the council. 
Unless there is something quite unusually harmful in the 
use to which the car is put professionally we would not 
advise an appeal. 
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Salyrgan in Cardiac Oedema 


Dr. J. M. GreeNnwoop (West Didsbury, Manchester) writes: 
A patient, aged 23 years, was admitted to the Withington 
Hospital on November 14th, 1934, suffering from cardiac 
failure, following mitral valvular disease. She was extremely 
ill, with dyspnoea and a massive oedema, and was passing 
very little urine. Digitalis was given by mouth until the 


24th of the month, when, although the general condition 
xs was rather improved, she still had marked oedema, and was 
See passing approximately 25 ounces of urine in the twenty-four 


hours. Salyrgan 2 c.cm. was administered intramuscularly 
without previous medication with ammonium chloride, and 
305 ounces of urine were passed during the following twenty- 
four hours. The patient appeared rather weary after this 
effort, but generally much improved, with only a slight 
degree of oedema remaining. Is this a record? 


Maternal Morbidity and the G.P. 


Dr. MicHaEL H. (Southwick, Brighton) writes: Some 
ie ten years ago I, together with many others, passed my final 
examination, having learned my midwifery at the Rotunda. 

On buying a practice I also purchased an expensive bag and 


j set of midwifery instruments, ready to take on all the 
> ‘“midder ’’ I could get, and very keen I was. The years 


have gone and I am disillusioned ; the cases which I hoped 
to get have been taken from me by organized and subsidized 
nurses, clinics, and hospitals, which I am expected to help to 
pay for. Having done about 250 cases in ten years with no 
maternal deaths, I hardly think my lack of cases is due to 
bad midwifery or bad luck. How can a G.P. become expert 
at maternity work when he only gets a few cases a year 
to do? Just picture a surgeon remaining skilled and keen 
: with about ten to twenty operations a year! He would 
ier soon become out of date, and give it up as far as possible ; 


i and that is what the G.P. is doing with midwifery at 

present. The nurses, backed up by public health officials, 
a have failed to reduce the death rate. Give midwifery back 
P to the G.P., to whose province it rightly belongs, and 


relieve him of all the futile clerking work which is rained 


upon him from all sides, and I believe you will see a 
if reduction in the maternal death rate. 
Labelling Patients 
Dr. Cuarvtes J. Hitt ArrKen (Kilnhurst, nr. Rotherham) 
‘ writes: I was called urgently to a man, not a patient of 
Zé mine. From the history given to me, and as the result 
of my examination, I felt justified in saying there was 


nothing serious the matter. Some days later I heard that 
this man, a few hours after I saw him, had been operated 
Re on for perforated gastric ulcer. Presumably I had seen the 
patient in the ‘* quiet stage of perforation. To prevent 
such a catastrophe happening to any of my own patients 
I now, if they are diagnosed as ‘‘ ulces hand them a 
card on which I have written: I am supposed to have an 
ulcer of the stomach.’’ An intelligent patient said: ‘‘ I see. 
Ds If I collapse among strangers they will know what’s amiss 
: with me.’’ The ‘‘ stranger’’ I had seen had a_ history 
of indigestion, but made no mention of it to me, although 


I gave him the chance of taking me into his contidence. 


Allergy 
ri Dr. H. S. Russerr (Bradford) writes: Dr. C. Paget Lapage’s 

article (British Medical Journal, December Ist, p. 985) is 
be interesting both for his review of allergy and for his new 
S word iutophil As regards the question of diet, I am 

pleased to find some support for Adam’s condemnation of 
: milk. As food for asthmatics it would be hard to find 
anything worse Exercist however, which he tends to 


rarely does anything but good 


‘‘damn with faint prais 
irried LO the point 


in asthma Admittedly violent exercise « 


of producing br ithlessness may occasionally precipitate an 
ittack, in the same way as coughing, sneezing, or even 
oe laughing, though this effect depends not on “‘ overloading 
of metabolism but on forced expiration. An “ autophil’’ 
who gives up motoring and takes to walking instead will 
tind his tendency to asthma considerably reduced. 
- Cancer Research: A Suggestion 
RicHARD Kerry (Montreal) writes: There is one method 


Dr. 


of attacking the cancer problem which does not seem to 


have been sufficiently explored. If the technique of the 
Canti film, or even high magnification, be used, and if, 


instead of radium, which kills growth, the effect of modi 
fying the electrical potential or PH of the fluid whe 
surrounds the growing malignant tissue by other electrolyti 
be studied, such direct observation on the process of growth 
should yield valuable results. As mouse cancer develop, 
in an acid medium one would use divalent alkalis to bec 
with, such as lime-water or a weak suspension of magnesign 
hydroxide, and then other compounds as indications May 
suggest. If positive results be obtained, repeated infiltratiog 
of the tissues surrounding any tumour presents no insuper. 


able difficulty, and the method can easily be applied tg at 
practical treatment. 


Chemically Bleached Flour 
Dr. JAMES OLiveR (London) writes: Because flour—that jg 
white flour—as obtained by grinding and bolting wheat 
enters so largely into the dietary of every one of us, and mog 
especially of the children, as bread and other forms of foog. | 
stuffs, it should be as wholesome as possible, and it should : 
in every sense of the word be in conformity with Section 2 
of our 1928 Food Act, wherein it is decreed that “po | 
person shall sell, to the prejudice of the purchaser, any 
article of food which is not of the nature and not of the | 
substance and not of the quality demanded by the pur. | 
chaser.’’ Flour bleached by any one of the following four r 
powerful chemical reagents—namely, benzoyl _ peroxide 
nitrogen trichloride, chlorine, and nitrogen peroxide—when ; 
ingested and assimilated, is prejudicial to health, and shoul | ” 


be prohibited by the Government. No commercial interest ce 
should be allowed to stand in the way where health jg a 
concerned, 
Queen Alexandra Sanatorium Fund 7 

Lord BaLFour OF BURLEIGH desires to bring the above fund m 
to the notice of the professional and middle classes, for | 
whose benefit it was originally founded. The fund js | - 
primarily intended to enable those of small means who ar | ) 
threatened with consumption, or who may be suffering from | u 
consumption in its earlier stages, to obtain the benefits of . 


mountain air in Switzerland. The fund is not intended for 
those who are suffering from chronic or advancing disease, 
or for patients who require surgical treatment. To selected 
cases grants are made at the rate of 50 Swiss francs a week 
during the late autumn, winter, and early spring, on con 
dition that the recipient stays at an approved institution 
in Davos. Grants will also be made to parents or guardians 
of children of the professional and middle classes who may } 
be suffering from consumption or other diseases of the chest, t 

\ 

( 


to enable them to stay in an approved home for children at § 
Davos. In general, patients require about 100 francs a week 


in order to live in comfort at Davos, which means that 
they require a private income of £3 a week in addition 
to the grant provided by the fund. Forms of application { 
may be obtained from the honorary secretary, Mr. A. Stanley 
Herbert, 25, Birchin Lane, London, E.C.3. Applications 


will be considered by the Selection Committee, and, if 
necessary, an appointment will be made for the applicant 
to see one of the honorary examining physicians in London. 
If after this interview applicants are for any reason not 
considered suitable, a third-class railway fare will be paid 
to those residing over fifty miles from London. 


“Ciba” Jubilee 


The Society of Chemical Industry in Basle (Ciba) is celebrating 
the jubilee of its foundation, and has produced a handsome 
volume describing the history and present activities of the 
company. In 1859 the production of coal tar dyes was 
instituted in Basle by Clavel, who was a native of Lyons. 
This and other works were combined in 1884 to form the 
present organization. The chief activities of the company 
are the production of coal tar dyes and of pharmaceutical 
products, and to-day they have branch factories Im many 
parts of the world. 


The medical meeting of the Charterhouse Rheumatism Clinic, 
on December 13th, at 5 p.m., will be held at 15, Portland 


Place, and not at the premises of the Clinic (94, Hallam 
Street). 

Vacancies 


Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 68, 69, 70, 71, and 74 of our 
advertisement columns, and advertisements as to partner 
ships, assistantships, and locumtenencies at pages 72 and 73 


A short summary of vacant posts notified in the advertise 
ment columns appears in the Supplement at page 292. 
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